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A CASE OF EMPYEMA, WITH SPECIAL REFERENCE 
TO TREATMENT. 

CLIKICAL LKCTURK DKLIYERKD AT ABERDEEN ROTAL INFIRMARY. 

BY DAVID W, PINLAY, M.D., F.R.C.P., 

Professor of the Practice of Medicine in the University of Aberdeen ; Physician and 

Lecturer on Clinical Medicine, Aberdeen Royal Infirmary ; Consulting 

Physician to the Boyal Hospital for Diseases of the Chest, London. 



The case which I now bring before you illustrates so many inter- 
esting points, especially in regard to treatment, that I choose it as the 
subject of my lecture on this occasion, although it occurred at a time 
when most of you had not the opportunity of seeing it. The history, 
and the physical signs as at first observed, led me to au impression re- 
garding the case which later observation did not confirm, and you will 
see in the sequel what an important bearing this had both on treatment 
and on prognosis. The patient was a young man, aged twenty-one, 
by occupation a cooper. All that he could tell us regarding his family 
history of any importance was to the effect that his father had died of 
a tumor in the head at the age of forty-five, and that one of two sur- 
viving brothers had suffered twice from " inflammation of the lungs." 
As to personal history, he had measles and mumps in childhood, and 
eighteen months ago had an attack of inflammation of the left lung, 
from which he was stated to have made a good recovery. Six months 
since he got wet, and the pulmonary attack was repeated, confining 
him to bed for about a fortnight From this also he recovered, and 
was in fair health up to the date of the present attack. 

History of the Present Illness. — On April 17 he complained of chilli- 
ness and general malaise, and on the following morning he awoke with 
a sharp pain in the chest, felt most on the left side. With this there 
was hurried respiration, and some cough accomjmnied by blood-stained 
expectoration. When this attack had lasted about a week he became 
delirious, continued so for nearly a week, and then b^n to improve. 
After the lapse of a fortnight he began to go back again in health, and 
about a week before admission cough became troublesome, and in the 
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2 INTERNATIONAL CLINICS, 

night he perspired profusely. At the same time pain in the left side 
became acute, and since then has varied in severity, but never altogether 
left him. He has felt himself becoming weaker, and states that he has 
lost flesh. 

On admission on June 8, he was seen to be aneamic and poorly 
nourished, of dark complexion, complaining of pain over the left side 
of the chest in front and in the lower axillary r^ion, with oc^casional 
pain also behind ; shortness of breath ; occasional sweating ; loss of 
appetite ; together with cough, and a slight amount of expectoration. 
His pulse numbered 96, his respirations 28, and his evening tempera- 
ture was 101° F. As regards the chest, the movements in front on 
the left side were somewhat limited, and slight flattening was observed 
under the clavicle. Resonance was impaired over the upper third of 
the left front ; over the same area the breath-sounds were wavy and 
bronchial in character; lower down they were very faintly heard, and 
friction-sounds were audible below and external to the nipple. 

Posteriorly the resonance was impaired all over the left side, espe- 
cially towards the base; breath-sounds were diminished and accom- 
panied by scanty crackles ; breathing was harsh over the upper part of 
the right lung. 

As regards the circulatory system, the heart's sounds at the apex 
(which was displaced to the right) were very feeble, but free from mur- 
mur ; the second sound was accentuated over the area of the pulmonary 
valve; and in the jugulars a venous hum was heard, loudest on the 
right side. 

The other points in the examination may be dismissed in a few 
words. The tongue was slightly coated, appetite fair, thirst consider- 
able, bowels constipated. The hepatic and splenic dulness were nor- 
mal ; the urine had a specific gravity of 1021, was alkaline, deposited 
phosphates, and was free from albumen and sugar. 

The impression which the case gave me at this point was that it 
was one of phthisis, complicated by pleural efliision of moderate 
amount, although examination of the sputa for tubercle- bacilli gave 
only negative results. In accordance with this view, the treatment 
consisted in the application of iodine liniment to his left side, and a 
mixture containing two grains of quinine with ten minims of dilute 
sulphuric acid, together with a pill of extract of belladonna (one-third 
of a grain) and zinc oxide (two grains) at bedtime to check night 
sweating. The question of removing the fluid by aspiration (generally 
inadvisable in tubercular cases) did not press for consideration, as it 
was not apparently in great amount. 
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A CASE OP EMPYEMA. 3 

Time passed, and the patient's general condition improved, but his 
temperature still rose at night, the resonance of the left side became 
more markedly impaired, and the heart showed more displacement 
towards the right His breathing also was shorter, and he complained 
of more pain over the left front : so that it was obvious the fluid was 
increasing in quantity. 

On July 18 the following note was made. Greneral condition 
much as before. Patient complains of pain in the chest, which shifts 
its position from day to day. Dulness is well marked over the left 
front nearly up to the clavicle, and at nipple-level it passes somewhat 
to the right beyond the sternal border. Just above the base of the ensi- 
form cartilage friction-sounds are heard synchronous with the heart's 
sounds, and loudest during inspiration. They are much diminished, 
if not altogether removed, by cessation of respiration. Posteriorly 
resonance is impaired over the whole of the lung, and crepitant sounds 
are audible on inspiration, finest and most abundant in the left axillary 
region. 

During the next few days there was rather more shortness of breath 
complained of, but less pain ; and along the right border of the sternum, 
opposite tlie second, third, and fourth costo-sternal articulations, well- 
marked friction-sounds were heard, with cardiac rhythm, continuing 
even during cessation of respiration. The rounded border of the spleen 
was felt half an inch below the costal margin in the nipple-line. Crepi- 
tant sounds were heard over the left back generally, as well as breath- 
sounds. The percussion dulness extended up to the clavicle, although 
in the first interspace it was not absolute, and breath-sounds of bron- 
chial quality were heard at the extreme apex. It was obvious now 
that the time had arrived when removal of fluid had become neces- 
rary, both on account of the increasing gravity of the symptoms pro- 
duced by its mechanical pressure and to clear up the question of its 
character, which was now suspected to be purulent 

A small trocar and canula were accordingly introduced in the 
fourth interspace, just outside- the nipple, and on aspirating a small 
quantity of pus was withdrawn. This, however, soon ceased to flow, 
probably owing to blocking of the canula by lymph, and, in view 
of the necessity of having a free opening made and drainage estab- 
lished, it was not thought necessary to persevere with the aspiration. 

An unavoidable delay of a few days took place in the arrangements 
for sui^ical treatment ; and meantime the cough became more trouble- 
some, and the patient expectorated a quantity of purulent matter, which 
evidenced the rupture of the empyema into the lung. 
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On July 27 the empyema was opened at my request by Dr. 
Garden^ one and a half inches of the sixth rib being removed just in 
front of the mid-axillary line. A considerable quantity of perfectly 
sweet pus was evacuated, and a large drainage-tube introduced. No 
washing out of the pleural cavity was practised. After the operation 
the cough rapidly subsided and the expectoration ceased. On the fol- 
lowing day the morning temperature was 97.5° F.> the evening 98.4°, 
pulse 96 to 112, respirations 24 to 34. 

On the day after the operation the patient passed from my care, and 
I did not see him for a month, during which he had made such satis- 
factory progress that the drainage-tube had been removed and the dis- 
charge had ceased. A few days after its removal, however, while he 
was straining at stool, a sudden reopening of the wound took place 
and a copious gush of pus escaped, and this was repeated on a sub- 
sequent occasion. 

On seeing him again on August 29, I found that the discharge 
had recurred for the third time, to such an extent as to soak through 
all the dressings, and on making him cough, a thin, sero-purulent fluid 
was expelled through a small opening in the centre of the wound, into 
which a probe passed readily for about five inches in a forward direc- 
tion. This opening was rapidly dilated with soft catheters of increasing 
size, and finally a piece of india-rubber tubing three eighths of an inch 
in diameter and three inches in length was introduced, and fixed in 
position with a safety-pin and tape. About three ounces of thin, sero- 
purulent fluid, at the last blood-stained, flowed from the opening 
during these manipulations. He was ordered out of bed, and to go 
into the open air when the weather should be suitable. 

Physical examination of the chest at this time showed drooping of 
the left shoulder and considerable flattening of the left side, mostly 
about the anterior apex, with markedly diminished movement. Keso- 
nance was somewhat impaired, and breath-sounds feeble, especially 
in the neighborhood of the wound and towards the base; no adventi- 
tious sounds were heard except an occasional rhonchus. The heart's 
apex was not detected by palpation, but was judged by auscultation to 
be in the fifth interspace, midway between the border of the sternum 
and the nipple-line. The first sound was rough towards the base, espe- 
cially to the left of the sternum ; the second was accentuated ; and both 
were heard with abnormal distinctness towards the apex of the left 
lung. 

On September 3 an inch was cut ofl^ the drainage-tube, and on the 
6th it was finally removed, the discharge having practically ceased. A 
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few days later the wound was found to have become completely healed, 
he was gaining steadily in weight and strength, and he was sent to the 
convalescent home on September 19. 

In commenting on the forgoing case I may dismiss the question 
of diagnosis with the remark that it would have been well to have 
ascertained the character of the effusion at an earlier date, although, 
believing that tubercle underlay the pleural effusion, I was reluctant 
to interfere at all with the pleura until compelled by the amount 
of effusion. In saying this it should also be noted that there was 
nothing in the aspect of the case which at first suggested pus rather 
than simple serous effusion ; and that it is impossible even in the full 
light of the development of the case to dogmatize upon the absence of 
a tubercular basis for the disease. 

But in the matter of treatment, which is the most important for 
present consideration, I wish to refer to several points which are of 
general interest in such cases, and upon which it is desirable that you 
should have definite ideas with a view to your future practice ; pre- 
mising that the result of our present case is health re-established, with 
only some retraction of the chest and drooping of the shoulder of the 
affected side, inferring, however, more or less diminution of lung- 
power. 

And, first, there is the necessity for a free oi>ening. Aspiration 
will not do, although it may succeed in rare cases; generally, it is 
simply a waste of time. It may, however, sometimes be required in 
cases of great urgency, to give immediate relief pending arrangements 
for the more radical operation. Here it is, of course, only preliminary, 
not curative. 

Still less will it do to let the case alone on the chance of nature's 
effecting a cure through the patient's expectorating his empyema after it 
has burst into the lung. Even if sucli a rupture has taken place (as it 
did in our case), the sooner it is drained externally the better, because 
the longer the pus is allowed to pass through the lung the more likely 
is it to set up disease in the lung itself, the less likely is ultimate cure, 
and the greater is the risk of lardaceous disease supervening fmm pro- 
longed suppuration ; and similarly, if the empyema should rupture 
externally it should still be freely opened and drained without delay. 

As to the site for opening, the principal point to keep in view is 
that it should not be too low, for then the ascent of the diaphragm, 
whidi gradually takes place as the empyema cavity becomes obliterated, 
may interfere with free drainage. I have always been in favor of the 
axillary site over the sixth rib, which was the spot chosen in the present 
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case^ in preference to a more posterior and lower opening ; but some 
authorities whose opinion is entitled to great weight prefer the latter. 
In either case^ so long as freedom of drainage is secured; the results 
will probably be equally satisfactory. Then I think that the routine 
removal of a portion of a rib is a practice entirely to be commended. 
It insures the freest possible drainage, facilitates the introduction of 
the finger for exploratory purposes, and enables the operator to remove 
thick flakes of lymph which are often present and might interfere with 
subsequent drainage; and I am not aware that the procedure has any 
counterbalancing drawbacks. 

Some years ago the expediency of making more than one opening 
was much debated ; but if one is made large enough, a counter-opening, 
as it is called, is quite unnecessary. I cannot recall any case of which 
I have had charge in which more than one opening has been made, 
and I have never seen any disadvantage accruing. 

You may have observed that in referring to the operation on our 
patient I stated that the pleura had not been washed out I wish to 
emphasize this fact, because I have long held the opinion that, with 
rare exceptions, it is a procedure which is useless, and may be danger- 
ous. The washing out of the pleural cavity has in a good many 
cases been followed by attacks of an epileptiform character, ending 
in death. A case which first called my attention to this occurred in 
the Middlesex Hospital when I was resident there, and was recorded 
by Dr. Cayley, the physician in charge at the time.* The patient 
became suddenly pale and unconscious when six ounces of a weak 
solution of iodine had been introduced into the sac of an empyema 
** which would have held twice as much ;^' convulsions succeeded, with 
widely-dilated pupils, profuse sweating, and a rise of temperature to 
107° F., and the patient, a man, aged thirty-six, died sixteen hours 
after the seizure. No lesion was found post mortem to account for the 
symptoms. More recently a case of empyema* under my own care, in 
which daily irrigation of the cavity was being practised, was seized on 
the eighth day after the free opening of tne pleural cavity by convul- 
sions of an epileptiform character. These were succeeded by drowsiness 
and headache, with left hemipl^ia, due to abscess of the brain, which 
proved fatal in a fortnight. In this case the fit did not occur till three 
hours afl^r the irrigation of the pleura, so that the causal relation of 



* Transactions of the Clinical Society of London, vol. x., 1877, p. 16. 
' Vide Proceedings of Medical Society of London, "A Case of Empyema with 
Cerebral Absciiess,'' vol. ix. p. 189. 
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the irrigation to the attack may be doubted. At the same time it is 
quite conceivable that the manipulations necessary during the irri- 
gation, and the pressure of the irrigating fluid upon the lung, might 
have loosened a small thrombus in a branch of the pulmonary vein, 
which a subsequent movement on the part of the patient, or coughing, 
might have set free to find its way into the heart, and thence into the 
brain. So I should say that, except in cases where the pus is very 
fetid or the pleura contains a quantity of flaky lymph, the possible 
advantage of irrigation is not worth the risk run. And even in fetid 
cases the free opening and drainage will speedily cause the fetor to 
disappear. 

Lastly, as to the time for removal of the drainage-tube and allow- 
ing the wound to close, no definite rule can be laid down. When it 
has been so shortened as merely to enter the cavity, the amount and 
character of the discharge must be our chief guides. And the use of 
a clean new soft catheter or bougie as a probe will furnish us with 
useful information conoei*ning the size of the cavity and the dii*ections 
in which it extends. When we have any doubt, it is better to leave 
the tube in too long than to remove it too soon ; and sometimes the 
case is settled for us by our finding the tube expelled when the dress- 
ings are removed some morning, and the opening so rapidly contracted 
that it cannot be reintroduced. In such instances we give the case the 
" benefit of the doubt," and the result may be quite satisfactory. 

The deformity produced during the process of healing, by contrac- 
tion of the affected side, is in the case of adults almost necessarily per- 
manent ; but something may \>e done to minimize it by the practice of 
mild gymnastic exercise during convalescence. And in the case of 
childnui, if the treatment recommended is taken in hand early there 
will probably be no deformity resulting at all. The great points to be 
kept in mind in all cases are promptitude and thoroughness. 



Digitized by 



Google 



TRAUMATIC SYNOVITIS OP THE SHOULDER. 
JOINT; DISSEMINATED SCLEROSIS. 

CLIKICAL LECTURE DELIVERED AT THE UKIYER8ITY HOSPITAL, PHILADELPHIA. 

BY WILLIAM PEPPER, M.D., LL.D., 

Professor of Medicine and Clinical M^icine in the University of Pennsylvania. 



GentlemIen, — This patient fell from a wagon five weeks ago and 
hurt his shoulder. He had been perfectly well until then. He went 
to a physician, who told him that he had "dented the bone, mashed 
the nerve, and strained the leaders." He has bathed the part with 
liniment for five weeks, but without improvement, and has finally 
come to me for treatment, though his case is in many respects a surgi- 
cal one. It is one of the curious tendencies of human nature to think 
that persons who know something about one subject must be good 
judges about everything else. A man becomes known as a good sur- 
geon, — a person is taken sick with pneumonia and the best medical 
advice is used, and then as a last resort they consult the noted surgeon. 
You will be worried and pestered, when you have acquired a special 
reputation, by people insisting uiK)n your giving opinions upon subjects 
with which you are not specially familiar. There are few subjects I 
should be less willing to express an opinion upon than injuries about 
the shoulder-joint Yet it is often not a bad thing, after a case has 
been troublesome, to have an opinion that is not an expert one, but 
simply a common-sense view of the case. Sometimes things come out 
in the examination that are rather extraordinary. 

I shall spend a few minutes on this case, for two reasons. The 
history this man gives is the kind of story that you will frequently 
hear. I have had many patients come with just such a history, who 
have adopted similar treatment and cannot understand why they do 
not recover. Again, I have seen such cases in later stages, when more 
serious consequences have followed and there has been wasting of the 
deltoid from disuse, with dropping forward of the head of the bone, 
the appearance presented being that of subluxation of the head of the 
humerus. In these cases it is often asserted that such was the original 
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condition^ that the physician failed to recognize it^ and as a result the 
arm has been rendered useless, and the patients vow that they will 
have vengeance. What the physician told this man was exactly 
right. He has " dented the bone, mashed the nerve, and strained the 
leaders." If there were a fracture it would be recognized by crepitus. 
If there were luxation you would recognize it by the inability to per- 
form certain motions, and also by the change in the contour of the 
joint. Even though there be no fracture nor dislocation, yet the 
joint may be severely injured and serious consequences may follow. 
There is a great tendency to refer the symptoms following such an 
injury to rheumatism. The first result of an accident of this kind is 
a traumatic synovitis. This causes possibly a little effusion, but more 
frequently a sticky state of the synovial membrane, with alteration of 
the secretion and a tendency to the production of false ankylosis. 
This tendency is increased by the fact that the patient naturally does 
not move the arm because it hurts, and is told to keep the arm quiet 
because he has "rheumatism." This, of course, favors the formation of 
adhesions. So it often happens that when such cases come to you, 
although the bone is in its socket, you find that when you fix the 
scapula and try to raise the arm you cannot bring it above a certain 
point In the present instance the arm goes up without much diffi- 
culty. These movements must be made with care, for a reason to 
which I shall refer later. There seems to be here little or no ankylosis. 
In making these movements it is necessary to hold the scapula im- 
movable. If there is adhesion between the head of the humerus and 
the glenoid cavity, and you raise the arm without holding the scapula, 
the arm can, on account of the mobility of the scapula, be moved to a 
considerable extent, although the ankylosis may be close. It may be 
that the adhesions will show themselves only whpn the hand is carried 
across the back. When I do this, I find that the patient complains of 
pain when I reach a certain point. There is evidently a little adhesion 
between the synovial surfaces of this joint. False ankylosis is, how- 
ever, a frequent result, and this will often occur even where there has 
been no traumatic cause, but simply an idiopathic synovitis from expo- 
sure. As a result of the inflammation and the pain, the patient keeps 
the arm quiet, and the result is — ^adhesion between the two surfaces 
of the joint. 

We find, again, that if there is adhesion the bone is very apt to 
become adherent with the arm in a dependent position, dragging a 
little forward and downward, pressing on the synovial membrane ; or 
if the arm is simply kept quiet, without there being much adhesion, 
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gradually the deltoid wastes on aooount of lack of use. It relaxes, 
and the arm drags the head of the bone forward and it impinges upon 
the anterior surface of the synovial membrane. Right over this pass 
the branches of the brachial plexus of nerves. In this region also 
passes the long head of the biceps. The irritation extending from the 
synovial membrane to the sheath of the tendon and the sheaths of 
the nerves, an inflammation of the tendon and also a perineuritis are 
set up. This perineuritis and inflammation of the tendon are the 
causes of the pain .extending down the arm, referred to the lower 
portion of the humerus and to the forearm and also to the fingers. 
Exercise will often cause a tingling to run down the arm in the line of 
the radial or possibly in the distribution of the ulnar nerve. This 
pain may be so severe that the patient is absolutely helpless. Every 
movement, by pressing the head of the bone upon the tender nerve, 
causes thrills of pain so severe that the patient is compelled to keep 
the arm quiet. Such patients often come with the arm bandaged, 
suflering with what they call severe rheumatism of the shoulder. The 
quieter they keep the arm the worse it gets, — the more the deltoid 
wastes, and the more the head of the bone presses on the nerve. If 
the case goes on, there will be atrophy of all the muscles of the 
shoulder-joint. In the later stages, these cases will come with distinct 
flattening of the deltoid prominence, and wasting of the scapular mus- 
cles and of the muscles of the forearm. In exti-eme cases there is 
almost complete muscular atrophy, with pain in the line of the nerves, 
and swelling of the ends of the fingers from venous stasis, and the arm 
is entirely crippled. It is on account of these serious consequences 
that may follow synovitis of the shoulder-joint, whether traumatic or 
idiopathic, that I dwell upon this apparently trivial case. I do it to 
emphasize the practical lesson which I sought to impress upon you in 
the case, shown two weeks ago, of the young girl with rheumatoid 
arthritis, where I pointed out that the tendency was to destructive 
changes in the tissues of the joints, with firm ankylosis. The only 
salvation for these patients is proper manipulation. Make the joints 
go through the physiological movement. Break up adhesions. 

The treatment of a case like the present one consists of vigorous 
efforts to cure the neuritis (which is a serious thing), in combination 
with careful manipulation to maintain the normal movements of the 
joint. You must be careful that the movements are not rude. Even 
where there is advanced adhesion I do not approve of etherization and 
breaking up the adhesions by violence, but prefer daily persistent 
manipulation, gaining little by little. The joint is so weak that if 
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▼iolenoe is used fresh inflammation and fresh adhesions will be caased. 
In a case like ihis^ where there has not been ankylosis^ it is enough to 
use gentle manipulation every day. This should be done in a cautious 
manner, short of producing severe pain. You do not want to drive 
the head of the bone against the inflamed nerves. You want rather to 
draw it away from the nerves. The motions should be such as not to 
force the head of the bone down upon the brachial plexus. These 
movements should be repeated daily. 

The treatment of the neuritis is to be by linear blisters two inches 
long and one inch wide, applied along the course of the nerve. Some* 
times I use the actual cautery over the inflamed nerve. This is fol* 
lowed by marked relief of the pain and absorption of the thickening 
along the line of the nerve. Hypodermatic injections into the parts 
will be required if the pain is intense. Avoid morphia as much as 
possible. Minute doses of morphia with atropia, or atropia alone, or 
even water alone, may be used. The puncture itself appears to modify 
the sensibility of the tissues. Internally we may give iodide of potas- 
sium with sodium salicylate in moderate doses, increasing as the patient 
tolerates it By this plan of treatment we hope to maintain the int^- 
rity of the joint while at the same time we treat the inflammation 
of the afiected tissues. 

Many suits for malpractice have resulted from cases like this. In 
the later stages the case looks so much like n^lected dislocation, with 
the head of the bone on the lower lip of the glenoid cavity, often ad- 
herent there, with the muscles wasted, that I frequently have had to 
defend colleagues from suits for malpractice, based upon the charge 
that they have &iled to recognize a dislocation of the bone. It is 
therefore important that we should be aware of what we might call 
the medical aspect of some of these joint cases ; we see more of them 
about the shoulder than about any other part of the body. They have 
always been interesting to me from the combination that exists there 
of joint-trouble with inflammation in the sheaths of the nerves, and I 
have taken frequent occasion to point out that, owing to the proximity 
of nerve-trunks to the joints, we are apt to have neuritis and perineu- 
ritis associated with afiections of the joints. 

DISSEMINATED SCLEROSIS OF THE CEREBRO-SPINAL AXIS. 

This young man, H. D., was admitted to the hospital December 
30. He is unmarried. He had measles and mumps when a child, 
but has been healthy since, until the present illness began. He has 
taken too much beer and whiskey for his own good. His family 
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history throws no light upon the disease. Two and one-half years ago 
he had a chancre, followed by constitutional infection, causing bubo in 
each groin, sore throat, and a cutaneous eruption on the chest and 
shoulders. This is an important fact, which may have a bearing upon 
the diagnosis of his case. 

Two years ago, — that is, six months after the constitutional infec- 
tion, — while jumping from a railroad train in motion, he stmined his 
back in the lower lumbar region, causing pain and weakness. About 
an hour after this accident he complained of weakness and pain be- 
tween the shoulders. This pain was very severe. He also had severe 
pain in the forehead, and the next morning, the pain between the 
shoulders continuing, he began to stagger as if drunk. This happened 
within eighteen hours of the accident. It seems impossible to ignore 
the mechanical element in the production of this condition. Numb- 
ness in the legs developed on tlie same day as the accident. The 
staggering and the pain compelled him to remain in the house. In 
the course of a week the pain descended down the neck to the back. 
The staggering became worse, and he was compelled to go to bed, 
where he remained for three weeks. The staggering then disappeared, 
the pain lessened, and he was able to move about Later, the pain 
became localized almost entirely in the lumbar region. With a history 
of pain and diffused irritation coming on so immediately aft^r a wrench 
of the back, it seems impossible to ignore that wrench in the produc- 
tion of the disease from which he is now suffering. The fact that he 
has had constitutional syphilis and the fact that syphilis often affects 
the nervous system are not to be overlooked. We must, however, 
bear in mind that the nerve-lesions' of syphilis are among the later 
manifestations ; and we must also bear in mind that, although a strain 
might have brought on this trouble in a maa with latent syphilis of 
the nervous system, oft«n these symptoms follow where there has been 
no constitutional infection. The bearing of our decision in regard to 
this matter upon the treatment can readily be seen. If we thought 
the man had syphilitic meningitis or a gumma of the spinal cord, 
we should pursue an anti-syphilitic treatment. If we thought that the 
symptoms were the result of a mechanical injury which occurred in a 
man who happened to have contracted syphilis, we would ignore the 
specific disease largely and would treat the man from a mechanical 
stand-point. I want to impress upon you that even in a case of organic 
nervous disease, although questioning develops the fact that there has 
been constitutional infection, — and I am sorry to say that, although the 
history of syphilis is met with less commonly than formerly, close 
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questioning into the past history of our eases still develops the exist- 
ence of venereal diseuse in an alarming proportion of cases,— even 
though you find this history, you should not fall into the error of call- 
ing every symptom occurring in a syphilitic individual syphilitic, and 
of at once putting him under specific treatment, as though it were 
impossible for a person who had syphilis to become the subject of any 
other disease. We have all kinds of diseases occurring in syphilitic 
individuals, which are not due to the specific disease. As I have 
already Siiid, the syphilitic lesions of the cerebro-spinal axis are usually 
late, and as in this case the symptoms immediately followed the 
mechanical injury, we cannot ignore this in the production of the 
train of symptoms, although I do not pretend to say that there may 
not have been some latent syphilitic lesion. 

We have, then, a story of pain in the neck, extending down the 
spine, with heaviness and tingling in the limbs, the man gradually 
getting better in the course of three or four weeks, and then the pain 
limiting itself to the lumbar r^ion. About a month after the acci- 
dent he had difficulty in swallowing, especially cold food. He never 
had thickness of speech or trouble with the bladder. About four 
weeks after the accident he noticed double vision, which was relieved 
partially by glasses, although weakness of the eyes remains. He now 
has insomnia. This is the story as he gave it to us when he was 
admitted on the 30th of last month. 

Examination of the heart and lungs reveals jiothing abnormal. 
The liver and the spleen are apparently normal. There is partial 
paralysis of the external recti muscles, and there is distinct ataxic 
nystagmus. When he turns the eyes from one side to the other and 
strains the partially-paralyzed muscles, the eyeballs pass into a state 
of oscillation. There is no paralysis of the eyelids. There is no 
marked affection of the speech. His speech is not perfectly clear, 
but he says it was always so. While lying in bed the patient can 
elevate himself without using his hands. The knee-jerk is increased 
on both sides, but especially so on the left. The muscles of the 
right leg do not appear wasted. The left calf is a little flabby. 
Tactile sensation in the leg does not appear to be perfect. He does 
not judge the distance between two points on the left leg as well 
as on the right With his eyes open as he stands up, his carriage is a 
little uncertain ; this is more marked with the eyes closed. His gait 
is distinctly spastic and staggering. There is marked ankle-clonus. 
The muscular sense in both legs is good. As I have said, his gait is 
uncertain and staggering, and the muscular incoordination is most 
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marked in the left leg. This gait is properly called an ataxic and 
somewhat spastic gait. There is not so much ataxia and the legs are 
not jerked about so violently as in a case of posterior sclerosis. The 
pupils are unequal in size : the left is a little larger than the right 
There is commencing atrophy of both optic nerves, and there is contrac- 
tion of the field for the appreciation of form, most marked on the right 
side. Color perception is good. The right light reflex is wanting. 
The right pupil is smaller than the left, and, as I have mentioned, 
there is paresis of the external recti muscles. We have decided evi- 
dences, then, of trouble with the optic nerve. Examination of the urine 
shows the specific gravity to be 1010, and on one or two occasions — 
not constantly — we have found traces of albumin, but no sugar and 
no tube-casts. His temperature has been disposed to be a little above 
normal. Once or twice it has touched 100®, but usually the evening 
maximum has been about 99.2° to 99.4®, — sometimes 99.6°. 

I shall not to-day take time to speak minutely in regard to the 
terms knee-jerk, ankle-clonus, etc., but shall speak rather of the larger 
features of the case, and those on which we shall base our treatment 
Having developed the fiict that the man has had syphilis and has met 
with a severe accident, and having called attention to the symptoms 
which he has presented, I shall ask your attention while we proceed 
to determine whether there are or are not evidences of direct mechan- 
ical injury to the spinal column. In dealing with cases of nervous 
disease there is one question you often have to ask yourself, — that 
is, whether there is or is not evidence that the patient is assuming 
or exaggerating the symptoms. In your examination, particularly of 
chronic hospital cases, this thought must always be in your mind imtil 
you have eliminated it by a careful diagnosis of the case. As the 
patient stands before us, his station is very fiiir. In almost every 
person there is a certain amount of swaying. We look at this care- 
fully, for it belongs to certain groups of nervous disease to have this 
ataxia of station. The amount of variation in the station can be 
ascertained accurately by having the shadow of the patient projected 
upon a screen, or by the patient standing before a screen marked with 
vertical lines, and the observer watching to see the amount of swaying 
measured by these spaces. Sometimes this becomes very considerable. 
Returning to our case, the spinal column appears to be straight, and 
there is no lateral curvature. The finger passed over the spinous pro- 
cesses notes nothing unusual. The seventh cervical vertebra is quite 
prominent, but that is so oft^'n the case that we cannot speak of it as 
abnormal. We test the flexibility of the spinal column by having the 
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man bend forward and backward, and we find that the flexibility of 
the spine is good. There is no undue rigidity of any part Very 
little pain is experienced, and that is felt across the small of the back 
when the extension or flexion is extreme. The determination of these 
points is of extreme importance in the diagnosis of this case. I can- 
not urge too strongly upon you the importance of careful inspection 
of the spinal axis. I have myself been overwhelmed with shame not 
a few times in my life, after treating patients for weeks for incipient 
paraljTsis, by having my attention called accidentally to the necessity 
of examining the spinal column, and finding one of the spinous pro- 
cesses prominent, with evidences of disease of the bones of the column. 
This man rotates his body from side to side, twisting his spinal column, 
with considerable ease and without pain, and there is no pain on 
pressure at any part of the spine. 

What sort of injury could have happened to the spine from a 
wrench causing witliin twelve hours the symptoms which have l>een 
mentioned? Of coui'se the man might have had a partial disloca- 
tion of one of the vertebne, but then we should have had some demon- 
strable evidence of it. On the other hand, there might have been a 
violent strain affSdcting the muscles and the fibrous tissue without in- 
volving the bone. This, I think we must conclude, was the condition 
in this case. But why, after this comparatively simple injury, should 
the man for two years have this train of symptoms of irritation of the 
spinal cord ? Let us look at the other side of the question^ Suppose 
that this man, having had syphilis two and one-half years ago, was 
two years ago developing syphilis of the nervous system, — ^that form of 
affection which is called sclerosis, and of which syphilis is one of the 
common causes. It causes a gray d^neration of the nervous tissue, 
commencing first in a slight irritation, which leads to swelling of the 
connective tissue between the nerve-filaments, and later to contraction. 
The nerve-filaments then atrophy, and their place is taken by this 
morbid connective tissue. We recognize the presence of sclerosis by 
its peculiar gray color, and thus arises the term gray degeneration. 
Sometimes this affection will attack one column and run up to the 
brain. Sometimes it will attack spots here and there. Sometimes it 
is limited to one column of the cord, as in posterior sclerosis. It may 
be isolated, constituting insular or disseminated sclerosis, involving then 
not only the spinal column but also the brain. In insular sclerosis we 
find a dtfllised and vague picture, because the disease does not do enough 
harm in any one part of the brain or spinal cord to destroy entirely its 
function ; but it teases and weakens every part of the spinal column 
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and the various parts of the brain, so that we have a great number of 
symptoms mixed up together. Suppose that two years ago syphilis 
attacked this man's cerebro-spinal axis, producing insular sclerosis, 
would that explain the symptoms now present? I am sorry to say that 
it would explain them very well indeed. In the first place, we should 
find in insular sclerosis, as a consequence of the affection of all the four 
columns of the cord, disturbances of motion from affection of the ante- 
rior column and disorders of sensation from involvement of the posterior 
column. These symptoms would not be uniform, as in transverse 
myelitis, causing interference with motion and sensation from tliat point 
downward. In insular sclerosis we should find more degeneration in 
the anterior column, say, of one side than of the other, and in one 
posterior column more than in the posterior column of the other side. 
Motion in one leg would be more affected than in the other, while sen- 
sation would also be affected differently in the two legs. In this case we 
find that the sensation of the left leg is not so good as that of the right 
He cannot measure distances as well as on the right side. Then, when 
he wills to move the muscles of the left leg the impulse reaches one of 
the islets of degeneration and has, as it were, to make a curve, and the 
result is that coordination is interfered with. The man orders the le^ 
to move and some of the muscles do not move properly, and the result 
is a clumsy, awkward gait. This causes uncertainty in walking, to a 
certain extent, but nothing like so great as where the columns are affected 
all the way through. In insular sclerosis there are incoordination, some 
instability of station and some ataxic gait, and some disturbances of 
sensation, and a peculiarity of the disease is its liability to involve the 
cerebral centres. We find that as one of these little spots develops 
there will be cerebral excitement and headache, and there will be evi- 
dences of disease in the optic tract. There may be ataxic symptoms, 
as shown by nystagmus and in the action of the pupil. In this patient 
there were early symptoms connected with the eye. He also noticed 
difficulty in swallowing. This case, then, from an early period has 
shown symptoms that were exceedingly diffused, and this has worried 
us much in trying to explain the disease on the basis of mechanical in- 
jury alone. The injury was not a grave one. We find no apparent 
evidences of injury, and yet for two years we have had evidences of 
diffused irritation, and the presence of advanced atrophy shows this 
tendency to gray degeneration of the nervous tissue. You will find in 
sclerosis, where the anterior and lateral columns are chiefly affected, that 
the reflexes are preserved and often increased. When the sclerosis affects 
the posterior column, constituting what is called progressive locomotor 
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ataxia, or Dachenne's disease, the reflexes are diminished, as the reflex 
loop, from the point irritated, through the nerve, to the spinal centre and 
out through the motor filament, is defective at the spinal centre. In 
this case, on the right side the knee-jerk is not marked, but on the lefl 
side it is very distinct, the muscles of the thigh being thrown into dis- 
tinct contraction, and when the foot is dropped to the floor the muscles 
of the leg are thrown into a clonic condition. 

I regret that we have been unable to find any evidences of injury 
of the spinal column. If we had we should have more hope of giving 
him relief. The atrophy of the optic nerve is a very unpromising fact 
in the case. It is certainly a strange feature that the symptoms should 
have developed within twelve hours after the accident But whether 
or not you think there was already incipient disease of the spinal cord 
from constitutional syphilis, and that the shock and strain started it 
into activity, there seems to be no escape from the diagnosis that this 
man has difiused irritation of the cerebro-spinal axis, probably of the 
nature of disseminated sclerosis, and this probability is greatly increased 
by the fact of grave d^neration of the optic nerves. 

I remember well a case occurring a few years ago, in which I was 
asked to decide the amount of damages to be paid a young woman by 
the Pennsylvania Railroad. She was walking on the platform of a 
station and stepped on a trap-door on the platform which was not prop- 
erly secured. The door gave way with her weight, and she fell into a 
cellar a few feet deep. It was so shallow that when standing up her 
shoulders project^ above the platform. As she went down she struck 
the left shin-bone and caused an abrasion which was described at the 
trial as a trifling abrasion. I fancy that it was something more than 
this, as there was a distinct scar. She went home and took to her bed. 
She said that her legs were numb and she could not move them, and 
that there were drawing pains in the back and in the legs. A physi- 
cian was called, who said that it was a wrench and nervous shock. 
Some of the neighbors said that she was making a great deal more of 
ft than was necessary. The young man to whom she was engaged to 
be married thought that it was time for her to get over such fooling. 
About this time the neighbors began to suspect that the doctor and the 
patient were conspiring to defraud the company, and talks about a suit 
for damages b^an to be heard. Some said that she had always been a 
girl who put on airs and thought herself better than other people. After 
this it was found that she could not see well. She began to have dis- 
tinct stiffness in the hands. She was finally brought to Philadelphia 

and I saw her in consultation. The legs were not wasted the reflexes 
Vol. I. Ser. 8.-2 
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were all increased, and the girl certainly had an hysterical look. I said 
to the physician, " Let us have the eye-ground examined." An expert 
was called, who found distinct and progressive atrophy of both optic 
nerves. Upon this, with the manifest increase of reflexes, and the pain, 
with the fact that a young person in comfortable circumstances rarely 
deliberately imitates a disease for months, we concluded that it was 
altogether probable that this was a real case of ascending sclerosis. 
The court awarded a large sum of damages, and the girl died of cere- 
bral sclerosis six months afterwards. This matter of ophthalmoscopic 
examination and the detection of changes in the eye-ground is of enor- 
mous importance in the study of all diseases, and there is nothing that 
illustrates the advantage of medical ophthalmoscopy better than cases 
of this kind. The fact that this young man has atrophy of the optic 
nerves cannot be got away from. 

The evidence, therefore, is in favor of this being a case of dissemi- 
nated sclerosis, and I suspect that, although the coincidence of the 
accident is suggestive, the trouble goes back further, and that the 
cerebro-spinal axis had become involved to some extent from the pre- 
vious constitutional infection. This affects our treatment. The case 
is an important one, and we shall keep the youug man under observation 
and bring him before you again in a few weeks. 
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Gentlemen, — I am going to describe to you to-day a case which 
came into the hospital on December 1, — that of a woman who was 
admitted because she had a swelling upon the right side of her chest, 
in the forepart of the thorax. We noticed that she was badly nourished 
and evidently in poor circumstances. The facts in her history were 
very few in number. She had had a cough for many years, bad occa- 
sionally spat blood during the last three years, but had been decidedly 
worse for the last three weelcs. Upon examining the chest we found a 
swelling in the right lateral region, evidently fluctuating. There was 
very little doubt that there was matter in it. This covered the seventh 
rib, and was exceedingly painful. Now, such a case as this must fall 
naturally into one of two cat^ories : the swelling must either be con- 
nected with some disorder of the chest-wall, or be the result of some 
mischief within the cavity of the thorax. It would appear at first sight 
a very simple matter to determine, but in point of fact it is not always 
so easy as it seems. Under the impression that there was fluid in the 
pleura which was pointing through the walls of the chest, we proceeded 
to examine still further in order to find evidence of this. In all cases 
of pleural effusion or suspected pleural effusion it is a cardinal rule to 
ascertain where the heart's impulse is, where the apex-beat of the heart 
is. That, indeed, is one of the most delicate signs you can get of effu- 
sion into the cavity of the chest. If there is effusion into the lefl 
pleural cavity, the heart will be pushed over to the right by the fluid ; 
but if, on the other hand, you get effusion into the right pleural cavity, 
the heart will be pushed over to the left by the pressure of the fluid : 
8o that a displaced apex becomes important evidence of effusion within 
one or other of the pleurae. We found on making an examination in 
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the present instance that the apex-beat was from one to one and a half 
inches inside the nipple-line. That was natural enough. Therefore 
there was no indication that she had the heart displaced. On exam* 
ining the right side of the chest we found dulness extending from 
the fourth rib downward into the hepatic dulness. The right back 
was dull all over, from apex to base. On the left side the resonance 
was perfectly good and natural, back and front. Now, this dulness on 
the right side was evidence, so far as it went, of effusion into the right 
pleura ; but when we came to examine the breath-sounds, we found 
that they were impaired in front and behind. The breath-sounds 
could be feebly heard all over the right side, somewhat harsh, and occa- 
sionally distant crepitation was heard after coughing. Vocal vibration 
was absent on the right side. That was the whole of the case". A 
very concise history, and yet it showed that this woman had been 
delicate, having had cough for many years, and having spat blood occa- 
sionally during three years. It was quite sufficient to justify a sus- 
picion of tubercular disease. We could not get rid of that idea, of 
course, especially as the sounds — the morbid sounds — heard at the right 
apex posteriorly supported the idea of tuberculosis. Proceeding still 
further, to ascertain whether there was effusion of fluid on that side in 
the pleura, we tried what sometimes has been described as Baccelli's 
test. Signer Baccelli is a very distinguished physician in Rome,— one 
of the greatest representatives at the present day of the school of 
medicine in that city. Now, some years ago. Signer Baccelli thought 
he could tell if an effusion in the chest consisted of matter or of simple 
serum. He declared that if you made the patient whisper, the whis- 
pering voice, when heard at the back, would be very slightly detected 
if the fluid consisted of pus ; but if the effusion was of a serous nature, 
it would be well heard. Unfortunately, Baccelli's sign is not of very 
wide application. It has been tried and in some cases has been attended 
with success, but in other cases, I am sorry to say, it has been found 
wanting. In the present case I do not think we decided anything very 
definitely in this manner. The whispering voice was not particularly 
well heard. The test, I am afraid, is already a good deal discredited, 
and is not to be depended upon. Possibly, before the days of the 
hypodermic syringe it might have been more useful. The hypodermic 
syringe can nowadays be readily resorted to in these cases. In fact, I 
am inclined to say that now there is almost too great a tendency to 
plunge in the hypodermic syringe in any case of presumed pleural 
effusion, and so save the trouble of going through other forms of ex- 
amination. Investigation by the needle should not be the first method 
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of procedure, but the last. There is no further appeal after you have 
put in the needle. Before you use it, however, you had better have 
exercised your clinical acumen. It should be, as I say, resorted to only 
after all other methods to discover the truth have failed. In this case 
the difficulties remained. There was another test we could apply, and 
that was to see if the swelling under the right mamma — the soft elastic 
swelling — had any impulse when the patient coughed. That is a sign 
of some consequence, because if there be simply an abscess one is not 
likely to get any impulse in the swelling, whereas if there is fluid in 
the pleura you will expect to get an impulse when the patient coughs. 
In this case we got a little impulse, — not much, but still a little. So 
far as that went, it was a sign of fluid in the pleura as against a simple 
abscess. We put her on good diet and gave her some quinine. She 
had been in very poor circumstances and badly fed before she came 
to us, and very quickly responded to good food and quinine, — got fatter 
day after day, and seemed to get stronger rapidly. In the next place, 
I call your attention to the temperature. On her admission her 
temperature was subnormal (98.2® to 98.4® F.), and aher she came 
into the hospital it went down to 97® F., rising again to 98® F., but 
generally keeping subnormal. It remained so for about ten days, and 
has never been above the normal point That at once should attract 
your attention. It is certainly a strange thing to meet with a case in 
which there is an effusion in the chest with a subnormal temperature. 
After a few days I asked Mr. Marsh to see the case with me. He 
would not decide whether there was fluid in the pleura or not, or 
whether it was a simple abscess of the chest-wall. He was quite ready 
to open the swelling, and that would decide the matter. And so, with 
every precaution in the way of antiseptics and so forth, the swelling 
was punctured. Mr. Marsh made the requisite incision, and very soon 
a quantity of pus gushed out, — a much larger quantity than the swell- 
ing itself contained. The nature of the case was now quite clear. The 
incision had opened into an empyema of considerable magnitude, — so 
large, in fact, that upon Mr. Marsh's inserting his finger he was able 
to pass it into the cavity of the right pleura. So this turned out to 
be an effusion of pus in the pleura of a feebly-nourished woman, which 
had opened spontaneously under the seventh rib on the right side. 

The first thing I have to say in regard to the case is, that it is not 
common for empyema to open spontaneously, and it is a less common 
occurrence now than it used to be, for the reason that nowadays the 
hypodermic syringe makes the diagnosis certain and the pus is soon 
withdrawn. If proper treatment is carried out the case gets well. 
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Empyema^ in my experience^ most frequently points in the second 
or third intercostal space. The late Mr. John Marshall found it most 
common at a certain point in the chest in th^ fifth space. It is not 
too much to say that the whole subject of the treatment of empyema 
is quite a triumph of medicine. Even in my student days empyema 
was looked upon as a much more serious matter than it is now. Of 
course it is not, and never will be, an unimportant disease. My recol- 
lection — going back thirty years — is, that in those days the greater 
number of cases of empyema died ; but now I think I may say that 
the majority of cases recover. This improvement is very satisfactory. 
In those days it was a very delicate question to determine whether pus 
or serum was in the chest at all. You will hardly believe it that it is 
within my own recollection that a most careful clinical lecture was 
given in this hospital by the late Dr. George Burrows (afterwards Sir 
George) on this subject on one occasion when he had two cases of 
effusion in the pleura. He gave a most accurate and minute descrip- 
tion of each case, setting forth all the particulars in the two iastances, 
and arriving at the conclusion that in the one case pus would be found 
to exist, and in the other case serum, giving his reasons in each case. 
These reasons were, that in the case of the patient in which he predicted 
that pus would be found to exist, hectic fever prevailed (there were no 
clinical thermometers in those days), and the patient was subject to 
febrile attacks in the evenings, looked very sallow and pale, seemed 
very ill and generally pulled down ; whereas in the case in which he 
predicted that there would be found a simple effusion of serum, the 
patient did not look very ill, and did not have this hectic attack 
every day. Having made this out, he said, "Now, gentlemen, Mr. 
Paget shall come and open the two chests and clear up the matter." 
Mr. Paget (as he was in those days) was sent for and undertook the 
operation. Without any preparation of the surface, such as we would 
employ to-day, he boldly thrust a trocar into the chest supposed to 
contain pus. Nothing but serum escaped. He then turned his 
attention to the second case, and repeated the puncture. This case 
was diagnosed as a serous effusion, you will remember. Again the 
diagnosis was at fault, as nothing but pus escai)ed on allowing the 
contents to drain off. This uncertainty in the diagnosis shows what 
the state of knowledge on this subject was thirty years ago. But such 
a mistake might happen to-day, and I would be unwarrantably bold if 
I were to declare that by the physical signs alone, or even by the tem- 
perature, it would be possible in cases of this sort always to determine 
accurately beforehand what would result when the swelling was opened. 
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You may have a strong suspicion, and may be able to make a shrewd 
guess on the subject, but you would be wiser if you would not speak 
positively in r^ard to the contents. Fools, as you know, will frequently 
step in where wiser men fear to tread. In cases of this sort it would be 
certainly wiser for you to say that you are certain that fluid is present, but 
that you really cannot determine by the clinical signs whether it is pus 
or serum. You may get this hectic fever, this sweating,, etc., with serous 
effusion just as with pus. Here, for instance, is a case in which there 
has been no fever whatever, — a suppurative pleurisy with no febrile 
symptoms whatever. You may ask whether there is any means of 
telling why in the one case the effusion should be purulent and in an- 
other serous. There is no way. In some cases the effusion is purulent 
in its primary stage and contains pus from the bf^nning. Sometimes 
the case appears to be simply one of pneumonia. At other times the 
effusion is at first serous and becomes purulent afterwards. That we 
know by repeated tappings. So that the different stages may be de- 
scribed as follows : first, serum ; second, a mixture of serum and pus ; 
third, all pus. The latter stage is more apt to occur if there be any 
septic element in the case. Well, now, the difficulties in this instance 
were numerous. We could not be certain,^ for several reasons. In the 
first place, the history of tlie case might have pointed to tubercular 
oonsolidation, and in such a subject it would not be uncommon or 
unlikely to find some caseating tubercular disease of the bone, which 
would break down and form an abscess ; so that the patient might 
have tuberculosis of the lungs, disease of the bone, tubercular disease 
of the rib running into abscess, without any communication with the 
pleura. Then I would remind you that the heart was not displaced by 
the fluid in the right pleura. I said at first that this was a very deli- 
cate sign of a certain measure of effusion. Of course if the heart id 
fixed by old adhesions, — adhesion of the pericardium to the chest- wall, 
that is to say, — ^it is possible that it may be so far immovable that it will 
not be displaced by the fluid. It requires a certain amount of fluid to 
push the heart over ; one can hardly say how much, — whether the pleura 
one-quarter full or one-fifth fiill might be requisite to do this; but 
directly the effusion reaches one-third or anything above that, you are 
sure to have considerable displacement, provided, of course, that the 
heart is movable. The pus is more apt to form in some cases than in 
others, especially in the case of children who have effusion after scarlet 
fever or after measles. In this case, after opening the chest-wall, pus 
came out so freely that it was not thought desirable to remove any 
portion of the rib, as is now usually done in these cases. Surgeons lay 
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great stress nowadays in such cases upon taking away a portion of the 
rib in order to provide the requisite outlet. Unless an opening large 
enough and free enough is made, the wound is apt to heal, but the fluid 
will re-oollect, and the case will not get well. Having secured free 
drainage, I believe it to be a good rule never to wash out the pleura. 
I think it is generally held now by most surgeons that if drainage is 
free there is no necessity to wash out the pleura. I have seen bad re- 
sults come from doing this. There are risks attendant upon the injec- 
tion of fluids, and if drainage be free there can be no object in such a 
practice. But suppose, on opening the chest, that the pus is found to 
be offensive ; that is quite another matter, because in this case you will 
have a pleural abscess, and free drainage will not be enough to keep 
everything sweet, and in such a case washing out the pleura may 
certainly have to be considered. You may use a weak solution of 
iodine and water, which ought to have a good effect, or perhaps a 
solution of quinine alone, about a grain to the ounce. But you must 
remember that it is desirable to avoid washing out, if possible. In all 
these cases the treatment should be that adapted to a low state of 
health in which pus has been freely produced. Therefore quinine is 
the prime remedy ; afterwards quinine and iron. Some stimulants 
may also be given in such cases, — malt liquors if they can be taken, 
good stout, porter, or bitter ale, or, if these are not liked, port wine. 
In cases of this sort I am quite sure that it is of the highest impor- 
tance to remove the patient into the country, away from the atmosphere 
of a large town, or to the sea-side, with as little delay as possible. 

One of the best cases that ever came under my observation, and 
one in which the recovery was most rapid, was that of a youth who 
suffered from a very large empyema following pneumonia. It was 
emptied (a portion of the rib being excised for this purpose), a drainage- 
tube put in, and the patient was sent within forty-eight hours, with a 
nurse and a good supply of antiseptics, down to Margate, where he lived 
in a ix)om with a good view, breathing sea-air morning, noon, and night, 
and, as I say, in a very short time made a most rapid and complete 
recovery. This result I attribute in a very large measure to the influ- 
ence of the perfectly pure air which he breathed. It is quite certain 
that in cases of this kind it is, in the first place, essential that the 
patient should be removed to a pure and healthy atmosphere, away 
from the tainted atmosphere, burdened with the dust, dibris, and nox- 
ious materials of every sort to be found in the neighborhood of a large 
town. So long as the patient remains in an atmosphere of this kind 
pus will certainly continue to be formed, and the patient will be kept 
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in a low state of health which will prevent recovery. Immediately a 
patient is removed, however, to a pure atmosphere, his troubles will 
generally vanish and recovery will be rapid. Nowadays there can be 
no risk involved in the removal of the patient in this way. In these 
days of invalid carriages, of hammocks *swung in guards' vans, of 
blankets and antiseptics, no ill effects can possibly arise from this cause. 
Therefore I find great fault, in this connection, with many of our con- 
valescent hospitals and homes, founded by generous persons with the 
object of benefiting such cases, the niles of which seem to be most 
ingeniously contrived to prevent the recovery of the very patients who 
are most calculated to receive benefit from these institutions. They 
will not, in many instances, take a case in which a patient is suffering 
from a sujppurating wound ; yet these are the very patients who require, 
more than all others, to be sent away from London and have the benefit 
of sea air and a healthy atmosphere, and who therefore, more than all 
others, wouhl derive benefit from these hospitals. 

In these days of patient and clever nurses it is ridiculous to sup- 
pose that a patient cannot have a certain amount of purulent dischai^ 
dressed in a cleanly and efficient fashion. The point is, that under 
such circumstances these discharges would not last long. As it is, in 
consequence of these absurd printed rules and regulations, patients 
are compelled to stay in an unhealthy and impure atmosphere, and 
they go on from bad to worse. What happens to them ? What hap- 
pens to anybody who has got a long-continued suppurating discharge? 
The patient lingers on and goes from bad to worse, and in due course 
lardaceous disease of the viscera and other parts of the body sets in, 
and once that has set in it is the beginning of the end. No use going 
to the sea-side then. The mischief is practically done. Therefore I 
repeat that in all cases of this kind the patient should be removed 
as speedily as possible to the sea-side; then recovery in most cases 
will be rapid and certain. Therefore, what with the assistance which 
we derive in these cases from the use of the hypodermic needle, what 
with the modern practice of taking away pieces of one or two ribs so 
as to make a cavity large enough to let the matter out, what with the 
provision of free drainage in the manner which I have described, and 
attention to the general health of the patient, we do not look upon cases 
of this kind nowadays as we did formerly. This woman has gone on 
steadily improving ; the discharge is diminishing, she takes her food 
well, and feeds better every day ; she has not been so well fed for a long 
time^ I may say, and there is every prospect of her getting well. 
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Gentlemen, — Before examiuing the patient whom I wish to bring 
before you to-day, I shall ask your attention, as a prelude, to the 
appearance of the specimens which I have before you. They have 
recently been removed from a patient who has been under my observation 
in the wards during the last two months, suffering from the same char- 
acter of illness that this patient has. 

You will observe in this stomach, at the pyloric orifice, an annular 
constriction with thickening of the walls, on account of which the 
entrance to the duodenum is almost entirely occluded ; in addition, it 
will be seen that the stomach is over-distended or dilated and that the 
muscular coat is thin and the mucous membrane the seat of a chronic 
catarrh. I show you this specimen because from it, as from other 
morbid specimens, we can often deduce the symptoms which would be 
present in a case of this character during life, and hence the clinical 
picture of allied cases can be portrayed. Indeed, in this case you can 
from the morbid specimens almost completely read the story of the 
disease from beginning to end. You can easily understand from such 
alterations the local symptoms and physical signs of the gastric disor- 
der, the disturbances of function, and their effects on the general system. 
From the obstruction of the pyloric orifice you can readily infer that 
the passage of food into the intestines was most seriously interfered 
with, and that therefore some accumulation would have naturally taken 
place in that viscus. This obstruction, as well as the thickened, in- 
flamed surface, is sufficient to cause the one symptom which is most 
common in cancer of the stomach, namely vomiting. In addition to 
this, the vomiting, you can readily see from the position of the con- 
striction, would not take place as soon as food was admitted into *the 
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Stomachy but at the time food was passing or should pass from the 
stomach to the duodenum^ — ^that is, two to three hours after eating. 

I have here a second specimen which shows the same changes at the 
pyloric orifice, and in addition extensive ulceration, which well illus- 
trates how pain is produced. In addition to vomiting and pain, if the 
ulceration is marked, as in the latter case, a third symptom can readily 
be suspected from the morbid specimens, — ^that is, hemorrhage. From 
the appearance of the first specimen there is no indication that hemor- 
rhage has taken place, and when I detail the clinical history to you 
you will find this statement correct. In the second specimen hemor- 
rhage was a frequent symptom. Now, you can readily understand 
that if there should be such organic change in the stomach and such 
interference with the passage of food into the intestinal canal, general 
symptoms would arise. You can readily deduce from this specimen 
that emaciation must almost necessarily be present, and, further, that 
ansemia would become a marked symptom in the course of the disease. 

Not only can the local and general symptoms be inferred from the 
pathological appearance of the organ, but the physical signs resulting 
from such extensive physical changes can be deduced. Thus the 
mass, as you see at the pylorus, could be readily appreciated during life, 
and therefore an epigastric tumor would no doubt have been present. 
Moreover, the obstruction at the pylorus, as is the law of obstructions 
in all canals through which fluids must move, would be followed by 
hypertrophy, and then by dilatation almost invariably. Hence we 
should expect to find, as we usually do find, dilatation of the stomach 
as shown by the physical examination during life. To review : the 
anatomical appearances here presented readily explain why vomiting, 
pain, hemorrhage, the occurrence of emaciation and profound anaemia, 
the occurrence likewise of constipation and the physical signs of a 
tumor, with consequent dilatation of the organ, are present in cases of 
carcinoma of the stomach. 

It must not be forgotten, before relating to you the clinical history 
of the cases from which these specimens were removed, that carci- 
nomatous disease takes place in other portions of the stomach : nota- 
bly malignant disease may also be present at the cardiac orifice of the 
stomach, and it may occur in one or the other of the cur\'atures of 
that organ. If present at the cardiac orifice of the stomach, as inspec- 
tion of this stomach readily shows you, symptoms somewhat different 
will be presented. Thus, vomiting will occur, not in one or two hours, 
bat immediately after the taking of food. Pain, of course, as well as 
hemorrhage, in greater or less degree, will be present, and the influence 
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on nutrition will be just as marked, if not more so, as if the disease 
were at the pyloric orifice. Of course a tumor will be caused by the 
growth, but during life the physical recognition of this tumor is not 
manifest, on account of the position of the cardiac end of the stomach, 
directly underneath the diaphragm and therefore beyond the reach of 
physical examination. 

In the greater or the lesser curvature of the stomach the symptoms 
would probably not be so pronounced. If there is extensive ulceration, 
vomiting would be a marked symptom and pain a serious and constant 
torment. If this secondary process has not taken place, dyspeptic 
symptoms alone, with failure in nutrition and the development of 
anaemia, with the physical signs of the disease, would be present. As 
I shall detail to you, when the disease is in the greater curvature the 
tumor is usually the most marked phenomenon of the disease, coupled 
with failure in health. 

Now, to recur for a moment to the clinical history of the patient from 
whom the stomach first presented to you was removed. Let us see if 
our indication of symptoms tallies with the symptoms he presented 
during life. Beginning with the local symptoms, — symptoms due to 
the physical and functional alterations of the stomach, — first let us 
speak of the vomiting. In this patient it was the most distressing and, 
in the latter stages, most persistent symptom. At first it occurred one, 
two, or three hours after meals, but fiually it became so constant that 
taking the blandest food, any movement of the patient, or an examination 
of him, particularly if the hand was pressed on the epigastrium, would 
cause emesis. It is true that the character of the vomiting changed. 
At first there seemed to be complete emptying of the stomach, but 
during the last months of his illness regurgitation, apparently of food 
only, took place. This would occur as the patient reposed quietly in 
bed, and came up from the oesophagus into the mouth in considerable 
quantities, but was not associated with retching or the extreme torment 
of actual vomiting. It seemed that the stomach was over-distended, 
and the discharge of food which took place was simply an overflow 
from that repleted viscus. Pain was marked, and was situated in the 
epigastrium, somewhat to the right of the median line, towards the 
hypochondriac region. This pain was associated with some tenderness 
on pressure ; it was more or less persistent, but was overshadowed by 
pain in another locality, the cause of which I shall mention later. 
During the course of the patient's illness he never vomited blood. The 
appearance of the mass shows that this symptom was absent because 
there was no ulceration of the mucous membrane. Dyspeptic symptoms 
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antedated the vomitings and were characterized by weiglit and fulness 
after eating, by flatulency, and by the eructation of sour fluid. I need 
not say that weight and fulness continued and that flatulency was 
present to a considerable degree when the more manifest symptoms of 
carcinoma developed. Constipation was extreme, and required for its 
relief the use of enemata. The emaciation was very great. The patient 
during health had weighed one hundred and seventy-five to one hundred 
and eighty pounds, which on admission had been reduced, although 
he had been only a few months ill, to one hundred and thirty-five 
pounds. In addition to the extreme loss of flesh, there was very 
marked ansemia. This was not only seen in the appearance of the 
patient, in the pallor of the mucous membranes and the bloodless ap- 
pearance of the hands, but was also told by an examination of the blood. 
The red blood-corpuscles were reduced to three million four hundred 
thousand per cubic millimetre, and the proportion of white to red was 
one to three hundred ; the haemoglobin was reduced to twenty per cent 
Upon careful physical examination of the abdomen a mass was de- 
tected, not well defined, in the epigastrium, which appeared to be con- 
tinuous with the liver. On percussion there was no difference in the 
note, and no intestinal note intervened between the liver and the tumor. 
While continuous with the liver dulness and situated in the location 
just described, it could readily be determined that it was at the apex 
of an enlarged area of tympany, which presumably was due to the 
over-distention of the stomach. The ai*ea of tympany extended from 
the median line to the mid-axillary line transversely, and from the 
fourth interspace to two and one-half inches below the costal margin 
on the left side. The area seemed almost circular, and the greatest 
diameter was transverse, twenty-two centimetres in length ; the average 
distance was about eighteen centimetres. Of course, during the life of 
the patient importance was also attached to the character of the fluids 
discharged from the stomach, for, as you well know, some diagnostic 
value — indeed, recently a great deal — is attached to the chemical constit- 
uents of these fluids. This is particularly so with regard to the hydro- 
chloric acid present in the normal stomach contents. Numbers of 
observers have found that in cancer of the stomach this acid is usually 
absent. I need not detail to you the dates or methods of the frequent 
examinations, but shall merely state that they were made several times. 
The contents were secured after a test-meal by washing out the stomach, 
or the vomited matter was examined. When the stomach was washed 
out, the fluid secured invariably showed that it was free from hydro- 
chloric add, both by the methyl-aniline-violet test and Gunzberg's test 
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Apart from the results of the te^ts for the presence of hydrochloric 
acid, no other facts were revealed by the examinations of the fluids. 
The matter regurgitated consisted of the food ingested, with mucus and 
the secretions that occur in organic disease of the stomach. 

Before exhibiting the patient who illustrates the symptoms of 
cancer of the stomach as seen during life, I shall speak of one or two 
features of this case which occurred independently of the gastric affec- 
tion and yet complicated considerably the clinical manifestations of the 
disease. When admitted to the hospital the old man was vomiting, 
but at the same time he complained of severe pain at the junction of 
the ascending and the transverse colon. The pain was associated with 
tenderness and swelling at the point indicated ; there was obstinate 
constipation and slight fever. The first thought that arose was, that 
while there was present malignant disease of the stomach, as shown 
by the symptoms which I have detailed to you, there was also prob- 
ably secoudary disease in the large intestine; that this was undergoing 
ulceration ; that perforation had taken place or was about to take place, 
and that on account of it there was localized peritonitis. During the 
time the patient was under observation the more pronounced local 
symptoms subsided; the induration, which, as the abdomen became 
more scaphoid, was readily fouud to be continuous with the liver, per- 
sisted. In addition to local peritonitis, enormous enlargement of the 
liver was readily made out. The upper border in the anterior line 
began at the fourth rib, in the axilla at the seventh rib ; the lower 
border extended below the margin of the ribs. The surface of the 
liver when the patient took a full breath seemed to be smooth, although 



it was quite tender on pressure. The nature of the enlargement of the 
liver was a matter of speculation, and naturally we thought there was 
secondary malignant disease of this organ. 

Along with the local symptoms there was fever, as the above chart 
shows. This was thought to be corroborative evidence that ulcera- 
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tion of the presumed malignant mass in the large intestine was taking 
place. As I have intimated^ the local symptoms subsided ; but the 
fever continued in a moderate d^ree. The symptoms due to the 
pyloric obstruction became more aggravated^ and death took place, as 
is usual in these cases, from simple exhaustion. 

Now, at the autopsy, as the specimens before you show, we found an 
unexpected condition of affairs, and one which shows that, in addition 
to malignant disease of the stomat^h, another morbid process was in 
progress. The large intestine was intimately adherent to the abdominal 
wall, and becau.se of softening by the post-mortem changes it was torn 
away from the wall when the abdomen was opened. By tearing away 
the large intestine, adherent also to the liver, vent was given to an 
accumulation of pus which, on pressing above, was seen to be confined 
between the liver and the diaphragm. The bowel torn off could not be 
examined with suflBcient caijs to determine that there was present an 
ulceration or that perforation was about to take place from without 
inward. The remaining portion of the large intestine was not with- 
out interest There were several points of cicatrices of ulcers which 
were sufficient to lead one to infer that an ulcer had also been present 
in the locality disint^rated by post-mortem change, and that on account 
of this ulceration perforation had probably taken place at some period 
in the past, and the sub-diaphragmatic abscess developed. At what 
date this abscess first formed it was impossible to say ; it apparently 
was recent, and probably was due to ulceration of the Iwwel. 

A word further regarding the abscess. It extended backward and 
the pus-accumulation extended underneath the diaphragm to the cms 
and then passed over to the lefl of the median line. Here the pus was 
found, not underneath the diaphragm, but beneath the peritoneum 
which covers the surface of the diaphragm, infiltrating the muscular 
substance. It burrowed in such close apposition to the pleura as to 
cause on the upper or pulmonary surface of the diaphragm a localized 
inflammation which in turn was in apposition with the pericardium, 
and as a result acute pericarditis, as you see by this remarkable 
specimen, was set up. 

I have intimated that facts in the patient's previous history shed 
some light on the morbid processes found after (leath. A few years 
prior to admission the patient had received an injury to the abdomen, 
on account of which he suffered from pain and at the same time had 
intestinal hemorrhages. Relationship of the injury and the lesion as 
cause and effect cannot be proved. A few facts more of negative 
value. The habits of the man had been bad. He was accustomed to 
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drink pretty constantly, and on every Saturday and Sunday he was 
intoxicated. He worked hard and was exposed to all kinds of weather. 
He never had proper care, and lived on improper food, taken in an 
improper way. He was seventy years of age. He had no previous 
illness which would bear at all on the development of the present 
disease, and had no family history of inherited disease. 

To review, then : we may say that a man of seventy during life 
presented such phenomena as led us to believe that he had cancer of 
the stomach and secondary disease of the liver and large intestine, the 
focus in that area being surrounded by inflammation. 

Beyond peradventure the patient had carcinoma of the stomach. 

The autopsy disclosed that, in addition to the malignant disease of 
the stomach, the patient had a sub-diaphragmatic abscess and acute 
pericarditis. The liver was normal. The conjoint occurrence of these 
processes is worthy of a few moments' consideration. You will recall 
that the usual signs of suppuration were present during life. There 
was fever, there were daily sweats, there was marked local pain, and 
such obstinate constipation, requiring three days in various efforts before 
it was overcome, as to indicate the presence of obstruction. After the 
local symptoms subsided, the fever continued in a moderate degree. I 
confess I thought inflammation outside of the viscera had disappeared. 
If I had thought an abscess was present, I should have believed it to 
be below the liver, I thought that the continuance of the fever was 
due to ulceration within the bowels, and that the enlarged liver with 
irregular outline below was due to secondary cancer. Hereafter, fever 
complicating malignant disease will be given more weight as an 
indication of the presence of pus, notwithstanding the fact that the 
accumulation cannot be determined by physical signs. It is interesting 
to observe the atypical febrile range due to the association of the two 
processes. The physical signs of enlargement of the liver should have 
been more carefully considered, and yet I cannot see how the sub- 
diaphragmatic abscess could have been determined by a physical exam- 
ination, short of exploratoiy puncture. The area of hepatic dulness 
was increased above, but the hepatic curve was normal. The lower 
border was irregular, because continuous with the dulness of the malig- 
nant growth. Hence it was suspected to be the seat of cancer. The 
case teaches that such irregularity, if uncomplicated and attended with 
fever, should suggest an abscess. We observe that increased dulness up- 
ward, with fever, may be associated with a sub-diaphragmatic abscess. 

The cause of the abscess is obscure. There was no indication that 
it was a sequence of the gastric disease or any disease of the biliary 
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passages. It is not improbable that it followed perforation of an in- 
testinal ulcer, although the traumatism previously mentioned may have 
been the cause. It is to be r^retted that the autopsy was performed 
so long after death that bacteriological study to determine the patho- 
genic pus-producing organism could not be made. 

The occurrence of the pericarditis is of interest. The reason for 
its development is explained by the autopsy. It occurred in the latter 
days of the man's life, and was not recognized because it was not sus- 
pected and the man was too ill to be examined. 

The second case is that of the old man before you, some seventy 
years of age, who has been exposed to hardships during life and who 
is accustomed to the use of alcohol. He has been a sufferer from local 
gastric symptoms much longer than the previous case, and we find the 
cardinal symptoms of malignant disease present. There is emaciation, 
with marked ancemia and extreme prostration. Vomiting occurs, and 
has been present for the past six months, more or less intermittently. 
Pain has racked the patient constantly ; it occurs almost immediately 
after eating and continues from two to three hours. It is often relieved 
by vomiting, but such relief is not secured after every meal, for the 
vomiting may be in abeyance for two or three days. He has never 
had any hemorrhage. The bowels, I scarcely need say, are very con- 
stipated, and have been so throughout his illness. 

On physical examination we find a marked tumor present. In 
conttadistinction to the case we have just detailed, the tumor can be 
readily outlined, and is found in the epigastric and left hypochondriac 
regions, extending from the median line to the ribs, four inches in length. 
The lower border is an inch above the transverse umbilical line, and 
the mass is two inches wide. On palpation the mass is found to be 
very hard, painful, and but slightly movable. One gets the sensation 
of a very firm structure underneath the hand ; it is not nodulated, 
although its surface seems rough. The stomach is not dilated, and 
apparently this mass is situated in the greater curvature and the ante- 
rior wall of the viscus. On account of its location, there has been less 
interference with the nutrition and general strength of the patient than 
would otherwise have been the case. The long duration of the lesion 
is explained in part in this way. Then the character of the growth has 
much to do with the duration of the illness. It is without doubt of 
the scirrhous variety, which is one of slow growth, and, as the orifices 
of the stomach are not involved, will not interfere, probably, for some 
time to come with the essential processes of life. 

It is of interest to place these two cases side by side, for, as I have 
Vol. I. Ser. 8.-8 
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intimated, they illustrate reasons for the rapid or slow progress of cases 
of carcinoma of the stomach. Moreover, the symptom most marked in 
the one — namely, a tumor — was a negative factor in the other, and this 
is the cause of the difference in the location of the respective growths. 
It is not necessary for me to enter into further detail regarding the 
clinical picture of carcinoma of the stomach. You can infer from 
what I have said that the symptoms vary with the locality of the 
growth, with the exact nature of the mass, and with the secondary 
prooasses that any growth may undergo. Thus, the presence of ulcera- 
tion will modify the symptoms; and then, too, the symptoms are modi- 
fied by the effect of the growth on the stomach. When dilatation of 
that organ takes place secondarily, the symptoms are modified and be- 
come like those of dilatation of the stomach. Beyond this the course 
of the two cases is not different from the course of malignant cases 
usually. The large majority of cases of primary disease occur in 
males late in life, and are attended by symptoms which extend over 
a considerable period of time, — symptoms which were present in both 
of these cases in a striking degree. Hemorrhage is the only marked 
symptom not present in these cases. 

The treatment of the cases just presented to you is worthy of re- 
mark, though curative treatment is futile. It must be directed to the 
relief of symptoms and to the treatment of the attendant secondary 
phenomena. The latter is particularly required when dilatation of the 
stomach takes place. The symptom of vomiting, which in the first 
case appeared to be due as much to dilatation as to any other cause, 
may be relieved by washing out the stomach. After the stomach was 
washed out, vomiting was relieved for several days. In case No. 1 
food was taken with a considerable degree of comfort. In addition to 
this, such remedies must be employed as prevent fermentation of what- 
ever food is administered or required. I need not say that the diet 
must be carefully selected, — food easily assimilated and that will not 
form a mass which cannot pass through a constricted orifice. It is 
often necessary to use the rectum in order to keep up nutrition. No 
other marked symptom complained of by the first patient I'equired 
treatment. In the second patient the most marked symptom that 
demanded attention was pain. This may be relieved by properly- 
selected food ; but in spite of that it has {lersisted, and anodynes are 
required. It is not only proper, but imperative, under the circumstances, 
to use opiates, and the use of morphine, gradually increasing the doses, 
has been the only means of relieving the patient 
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Gentlemen, — This woman is thirty-eix years of age, and married. 
She tells us that one year ago, according to the statement of her physi- 
cian, she suffered from "catarrh of the stomach and intestines." Cer- 
tain ordinary articles of diet, such as meat, turnips, potatoes, and spinach, 
are passed from the bowel in an undigested state, and she complains of 
a " soreness" in the lower part of the abdomen and towards the back on 
the left side, increased by moving around, and associated with cardiac 
palpitation. Her tongue is heavily coated, she is nervous and irritable, 
and " trembles*' without suflBcient cause. She is also troubled with 
insomnia. 

It sometimes requires weeks or months of study to make, so to 
speak, the equation of a case ; to classify the symptoms, according to 
their importance, as primary and secondary. It is possible that this 
woman has what may be termed catarrh of the stomach and intestines ; 
we can at least use this as a provisional diagnosis. Sleeplessness, as 
all of you know by experience, is not uncommonly dependent upon 
digestive disturbance, sometimes from over-eating or indiscretions, 
sometimes fr^m worry and undue physical or mental exertion. This 
woman says that she is not worried about anything, and, occurring as 
it does with the other symptoms of dyspepsia, I presume that her in- 
somnia is due to imperfect digestion and assimilation of food. Her 
nervousness is probably also due to the lowering of her general tone 
as a result of this mal assimilation. She came to us a week or ten 
days ago, and yet she already feels stronger ; digestion and sleep are 
improved, and there is much less soreness ; so that the result of our 
treatment, thus far, seems to indicate that our diagnosis is correct. 

Now, what has been the treatment? If I had given her any of the 

85 



Digitized by 



Google 



36 INTERNATIONAL CLINICS. 

numerous nerve-sedatives, I should not only have been guilty of foolish 
and irrational treatment, but I should probably have prevented an accu- 
rate diagnosis from being made. As she lacked tone, I gave her nux 
vomica and gentian to stimulate the depraved and diseased nerves in 
the stomach ; not in large doses, for the stomach was too irritable, but 
in doses of five drops of the tincture of nux vomica, three times a 
day. This was directed to be taken after food, because if administered 
before eating it often causes much invitation, and only aggravates the 
condition we are striving to relieve. As there was evidence of fermen- 
tation going on in the stomach and intestine, I gave her soda, to neu- 
tralize the acidity of the stomach and to diminish the flatulence and 
discomfort, and I added rhubarb, first, because it is a tonic to the 
alimentary canal, and, secondly, because it is a laxative. In fact, this 
patient was ordered the old and well-known mistura rhei et sodii with 
nux vomica, to be taken after meals. 

Here is another case. This young man is twenty-one years of age, 
single, and a miller by occupation. He neither smokes nor drinks ; he 
has not had malaria nor rheumatism. For two years past he has had 
almost constant pain in "the pit of the stomach," which is increased 
after taking food. We can eliminate cancer on account of his age and 
general appearance, the absence of hsematemesis, and the fact that with 
cancer there is usually not much pain, except in the later stages. One 
would naturally suspect an ulcer of the stomach, but there has been no 
spitting of blood, and no pain between the shoulders, and if he had had 
an ulcer of the stomach for two years he should show evidences of 
malnutrition. His bowels are regular, and he does not bring up much 
wind ; his tongue is not specially coated, the papillae are not very 
prominent, and, in fact, there is nothing at all characteristic about the 
tongue. It used to be laid down as a general rule that if a patient 
complaining of pain in the epigastrium and having this general appear- 
ance and history could digest milk with but little discomfort, an ulcer 
of the stomach was the probable cause of his trouble. According to 
the old methods of examining these cases, palpation and percussion 
were chiefly relied on for making the diagnosis. Thus, if, with the 
patient standing, sudden pressure on the stomach elicited a splashing 
sound, it was considered indicative of dilatation of the stomach. 
Another test was to give the patient a drachm of bicarbonate of sodium 
in one-third of a tumbler of water, and follow this with half a drachm 
of tartaric acid dissolved in a little water. The carl)onic acid gas gen- 
erated in the stomach in this way would dilate the organ so that it could 
be seen, or could be more easily mapped out by palpation and percus- 
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sion. We get no splashing in this patient, but there is evidently pain. 
This man has been fed on milk for two or three weeks, and also by the 
rectum alone for a considerable period, but all without l>enefit. The 
stomach has also been washed out without giving him relief. I think 
he has gastralgia, and I accordingly suggest that he be given small 
doses of chloral and bromide, and the milk diet continued for the 
present. 

According to modem methods of investigation in disorders of the 
stomach, this man should be given what is termed "a test-meal." 
Ewald, a well-recognized authority on this subject, recommends that 
this meal should consist of a roll und a cup of ti^, best given in the 
morning. One hour after this meal the fluid is withdrawn from the 
stomach by the ordinary stomach-tube, filtered, and the filtrate ex- 
amined. If it be found to contain too much hydrochloric acid, — say 
two or three per cent., — we should be suspicious of the existence of an 
ulcer of the stomach, provided we could eliminate other caases as a 
source of the trouble in the case. If, in addition, we find an excess of 
gastric fluid, we should be suspicious, even though there had been no 
vomiting or flatus, that there was a certain catarrhal condition of the 
stomach. If, on the other hand, we found very little hydrochloric acid, 
or an entire absence of it, in a number of examinations, we should be 
suspicious of cancer. In the case before us the diagnosis seems to rest 
between ulcer of the stomach and gastric catarrh with an excess of 
gastric juices. This man first began to suffer with his stomach when 
he was working in tanning fluid, in which there is a certain amount of 
arsenic. This arsenic may be the cause of the neuralgic pains in the 
stomach ; it is possible, but improbable, because the other workmen 
have not been affected in this way, and he shows none of the other 
symptoms of arsenical poisoning. The case is a very unusual one, and 
is especially instructive. I understand that two eminent physicians 
have made the diagnosis of ulcer of the stomach, but I do not think 
this is in accordance with the history and symptoms. I would advise 
persistence with the milk diet and the small doses of bromide and 
chloral, and I would suggest that mild galvanic currents be passed 
through the r^ion of the stomach once or twice a day. 

Our next patient is a man forty y<iars of age, a laborer, who has 
been costive for many years, and who complains of headache, pain over 
the lumbar region posteriorly and in the epigastrium, belching up of 
wind, bloating of the stomach, and nausea without vomiting. He has 
used alcohol and tobacco freely. 

These symptoms are found in the ordinary cases of fermentative 
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dyspepsia which we constantly meet with. He needs something to get 
rid of the costiveness and to stimulate the liver and at the same time 
aid his digestion and neutralize the fermentation. I should expect 
to find in his stomach a considerable quantity of gastric fluid. For 
this class of cases I have used with much success a pill recommended 
to me years ago by the late distinguished surgeon Dr. Alfi^ C. Post. 
It is made up of the following ingredients : 

Podophyllin, gr. J ; 

Rhubarb, 

Sodii bicarb., ft& gr. i ; 

Ipecac, gr. ss ; 

01. anifli, gtt. J. 

The first two ingredients are laxative and stimulants to the liver, 
the soda counteracts acidity, the ipecac excites the secretions of the 
intestinal canal, and the essential oil prevents griping and fiatulenoe. 
One or two such pills may be taken steadily every night for a long 
time. In addition, this man should have five grains each of pancre- 
atin and pepsin after each meal, and should be told to avoid too much 
farinaceous food, especially jwtatoes, rice, and fresh bread, and an ex- 
cess of sweets. He should drink no beer, and but very little alcohol, 
and if he will stop chewing and smoking he will be a better and a 
wiser man within two weeks. 

You will find it instructive to contrast the three cases I have shown 
you to-day : the first, one of gastro-intestinal catarrh ; the second, of 
gastralgia ; and the third, of fermentative dyspepsia. 
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Gentlemen, — I wish to speak to you to day of a case which came 
into our wards during the Easter holidays. The patient would prob- 
ably have died, as they nearly always do from this malady, but, thanks 
to a treatment which our chef de dinique instituted in my absence, 
and which I subsequently approved of, he improved. Pernicious 
anaemia is clinically shown by an exaggeration of all the usual signs 
of aneemia, and anatomically by a diminution not only of the number 
of the red blood-corpuscles, but also of the hsematoblasts and leuco- 
cytes, while there is an alteration of the plasma itself. 

This disease differs from ordinary ancemia in its method of evolu- 
tion, as well as in the fever and the hemorrhages which accompany it, 
while the usual termination is in death. The hematics are not only 
diminished in number, but are also subjected to an alteration in size, 
form, resistance, and quantity of contained hcemoglobin. From five 
millions per cul^ic millimetre the number may fall to one million 
three hundred and sixty thousand, and even as low as one hundred and 
forty-three thousand. Their size increases so much that some of these 
corpuscles are called "giant," being more than double the usual 
diameter ; then, in place of being biconcave disks, they take the form 
of rackets, trumpets, etc. They have the amoeboid movements, and 
some of them have filiform endings that give them the appearance of 
parasites. 

As to their resistance, it is much weakened, as they allow tlieir 
hsemoglobin to be dissolved out by liquids that will not affec;t healthy 
corpuscles. The heematoblasts are very few in number ; from the nor- 
mal two hundred thousand they may be reduced to only twenty-five 
thousand. The leucocytes are also in smaller quantity, and they are 
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changed iu appearance and are the seat of qualitative alteration, and 
are also increased in size. 

So much for the blood-changes ; now for the symptoms. There are 
functional troubles in nearly the whole body. As to the nervous sys- 
tem, we have vertigo owing to cerebral anaemia, insomnia, difficulty in 
expressing thoughts, apoplectiform attacks, temporary paralysis of the 
face and limbs, even convulsions. For the digestive organs, we have 
anorexia and distaste for meat. The food, when swallowed, is followed 
by dilatation of the stomach and swelling of the abdomen, with fre- 
quently some vomiting or else diarrhoea. 

Nothing can be found on percussion and auscultation of the chest, 
but dyspnoea nearly always exists. You must look to the circulation 
for the principal symptoms of this disease. On the slightest effort the 
patient will have palpitations, and by auscultation of the heart you will 
get several loud cardiac bruits de souffleSy and a considerable bruit de 
diahle will be heard in the arteries of the neck. The urine is usually 
normal, although sometimes albumin will be found. More oflen a 
diminution of urea and an increase of uric acid is the result of this 
examination. 

The general appearance of the patient soon becomes characteristic of 
the malady. The skin takes on a cadaver-like pallor, distinct from 
the lemon-yellow color of cancer patients and the waxy yellow of 
chlorosis. Sometimes they are bronze color, at others a dark jaundiced 
appearance will be seen. The eyelids and face are puffy, while around 
the ankles oedema will be found. It will seem very often as though 
they are really fat people ; and just here I am reminded of a problem 
that Aristotle could not answer. He wrote, " How is it that we find 
in besieged cities, where the inhabitants have suffered for a long time 
from famine, people that have become very white but fat?" The reason 
they were fat was because they most likely had fatty degeneration by 
infiltration, and they were white from anaemia. 

But to return to our pernicious anaemia. We have also })ete- 
chial hemorrhages and ecchymosis, mostly of the lower limbs, while 
from the mucous membranes we observe sometimes buccal or gingival 
hemorrhages, epistaxis, hsematemesis, and melsena. In addition, then, 
to ordinary ansemia, there is a sanguineous dyscrasia and, if you will 
allow me to coin a word, " cachsemia," — that is to say, bad blood, for 
everything in it is changed, from the corpuscles to the plasma itself. 
This alteration of tlie plasma explains why such patients get fever. At 
first they are apyretic, but later the temperature rises to 38.5°, to 
39.5°, even to 40° C. (102° to 104° F.). You will ask why, with the 
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blood 80 scantj, they have fever. It is because of a spontaneous tox- 
seniia that occurs constantly in such cases. 

The pathological anatomy of this disease permits an explanation of 
some of the symptoms. The loud cardiac murmurs, \i'hich' exist with- 
out any valvular lesions, are due to an alteration of tlie myocardium 
and the blood. The heart-muscle itself becomes soft and friable, pass- 
ing into fatty degeneration. 

The anorexia is owing to the same cause, for the mucous membrane 
of the stomach will be found smooth, owing to its atrophy and fatty 
d^neration of its glands. This is fallowed either by an increased 
secretion of hydrochloric acid in the stomach, or by a total absence of 
acid in that viscus, with anorexia, dyspepsia, or diarrhoea. The etiol- 
ogy of this affection is very interesting, as it is a malady of the entire 
organism, for the anaemia is but a symptom. It is frequently caused 
by repeated, rapid child-bearing, too long lactation, insufficient alimen- 
tation, excessive labor, sorrow, etc. This explains why we see it more 
in women than in men, and so frequently (in France) among '^ un- 
married mothers" (jUUs-mbres), who have all these troubles. With 
them there is an insufficient income and excessive output of vital 
energy. They fall into a state of " physiological misery" after having 
been in a similar social one. They have ^' made bad blood," according 
to a trite popular saying, and, as this class of people is unfortunately 
numerous in France, they form the majority of our ansemic pa- 
tient8. There is a similar form of anaemia, however, often seen in 
men in certain poor districts of Prussia, Switzerland, Norway, and 
Sweden. 

Our present patient is a man, thirty years of age, who is a hostler. 
In 1878, he says, he had a profuse epistaxis, for which his nasal fossse 
were tamponed. Later he had hsematuria, but shortly afterwards he 
seems to have been in fair health, and continued so up to March, 1892, 
when he got so weak that he had to give up his work about the stables. 
On April 9 he came to this hospital, when the following symptoms 
were noted. His face was extremely pale, like that of a person who 
has had a severe hemorrhage; his lips and conjunctive were without 
blood. He was not thin, being, indeed, quite puffy. When questioned 
he answered with great difficulty, not seeming to understand what was 
said to him. This ajiathy was no doubt due to cerebral ansemia. The 
teeth and inside of the mouth wei*e full of a thick mucus, while the 
tongue was white and trembling ; no appetite, great thirst at night, and 
abundant diarrhoea, with swelling of the abdomen. The heart was 
normal as to size, but loud murmurs were heard at the base on a level 
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with the second intercostal interspace. The mitral orifice gave a mur- 
mur of a blubbering quality, which covered the whole of the first 
sound, and a slight murmur was heard about the tricuspid level. The 
jugulars presented a true venous pulsation, and auscultation here gave 
the double soxiffie of the neck called bruit de dioAle. The radial pulse 
was soft, compressible, and dicrotic, with 120 pulsations to the minute. 
The chest did not present anything in the way of physical signs, but 
the patient complained of being " out of breath" on the slightest exer- 
tion. The temperature was 103® F. The dynamometer gave a reading 
of 35 on both sides. 

Treatment — The patient was put on milk diet and arsenic, — three 
quarts of the first and nine drops of Fowler's solution fier day. On 
the 14th of April he was very little better, and the diarrhoea persisted. 
Kephir No. 3 was then ordered. (These preparations contain milk 
fermented by diastase.) The No. 3 kephir has the property of pro- 
ducing constipation, whilst No. 1 produces looseness of the bowels, and 
the No. 2 is indifferent. He took four bottles of the No. 3 per day 
(about two quarts in all), and twenty drops of Fowler's solution were 
now given by hypodermic injections (care being taken to change the 
usual melissa solution in this to one of cherry-laurel water). All this 
was well supported by the patient. It is very remarkable what a toler- 
ance the oi^anism has for drugs in certain cases, which justifies the fol- 
lowing proposition : 

" The tolerance for medicines is proportional to the need of the 
system for them, and this lessens or disappears just as the organism 
improves." 

After a few days of this treatment a wonderful amelioration was 
seen. The diarrhoea first of all diminished, then ceased. The pulse 
got stronger and fell to 88. The pallor of the face gradually improved 
and he got a little color in his cheeks, while the ap[)etite came back 
and he asked for food. On April 18, besides this treatment, he was 
given an egg and a mutton cutlet. Little by little he was able to sit 
up part of the day. On the 2l8t the hypodermics were given up and 
replaced by ten to twelve drops of the Fowler's solution given by the 
mouth. The temperature fell to normal, he soon slept well, ate fairly, 
and all the symptoms left him except the heart-murmurs, which were 
now very slight. 

On the 13th of April the number of the red corpuscles was only 
660,300, in place of 5,000,000, while the white ones were 6890. A 
considerable number of giant cells were seen, and but few heematoblasts. 
Many of the red corpuscles had a nucleus in them. On May 3 an- 
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other examination gave red corpuscles 1,736,000, white 4960; still a 
number of giant globules, but the nucleus had lefl the red ones. On 
May 31 we found 3,069,000 red corpuscles and 4960 white ones, so 
that the first had increased enormously in six weeks. The general 
state of this patient to-day is satisfactory : pulse 76 ; good appetite; 
normal temperature ; dynamometric strength = 45 in place of 35 as 
at first. 

So that this case, which seemed doomed to certain death in a short 
time, is cured, or at least saved, for it is probable that he will be weak 
for some time yet ; and this is all owing to the effect of arsenic and 
diastased milk or kephir. In closing, I may add that iron is powerless 
in this form of amemia. 
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Before entering into the subject of poisoning by the fumes of 
charcoa], I wish to call your attention to some im(>ortant facts that 
have been well studied by Gr^hant and other modern physiologists. 
Claude Bernard showed that when an animal was put into an atmos- 
phere containing carbonic oxide, this gas fixed itself upon the blood, 
an<l formed with its haemoglobin a combination that is much more 
stable thau oxy-hsemoglobin, and that this action prevented the ex- 
ercise of the so-called respiratory function of the corpuscles. This 
is not all. M. Gr^hant then made a long series of experiments, the 
results of which explain why the greater number of these cases are 
seen in medico-legal practice. He demonstrated especially that death 
can take place in an atmosphere that is very slightly charged with this 
poisonous gas, owing to the fact that a person or animal placed within 
its influence would absorb the carbonic oxide contained in the air, and 
allow it to accumulate in the system ; that is to say, at every fresh 
flow of blood into the lungs a portion of this gas would be taken up, 
and this would go on until the accumulation of carbonic oxide in the 
blood should be sufficient to prevent hsematosis. This action takes place 
more or less rapidly accordiug to the pro[>ortion of carbonic oxide in 
the atmosphere, but it will cause death no matter whether that propor- 
tion be one to two hundred or one to two thousand. In other woi'ds, 
we cannot fix the toxic dose, because the problem has two sides : one, 
the proportion of gas in the air, and the other, the duration of the ex- 
posure to it. In oi-der to impress this well upon the memory, let me 
mention the fact that every winter we are called u|K)n to make autopsies 
on beggars w^ho are found dead on the lime-kilns outside of Paris. 
These poor creatures endeavor to get warm on the ovens, and fall asleep 
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there, bat, notwithstanding that they are constantly in the open air, 
the smallest fissure in the kilns allows the escape of enough carbonic 
oxide to cause their death. 

Let us now study the symptoms. We may eliminate at once cases 
poisoned by an atmosphere that is saturated with carbonic oxide gas, 
as we do not meet them in actual practice. The physiologists tell us 
that an animal exposed to such an atmosphere dies rapidly in violent 
convulsions, so that it is probable that a man would do the same ; 
but, as we have stated, we are never called upon to treat such cases. 

The type we have most frequently to deal with is among a class of 
people who use a small stove, either for heating or for cooking, one or 
both, and generally in a space more or less cram|)ed. A large number 
of people may be thus affected at once although the stove may give off 
but a very small quantity of carbonic oxide gas. At first a person 
exposed to such an atmosphere feels a pahiful congbidion about the 
temples, then cephalalgia follows. These two symptoms are so well 
known by chemists, and others who are accustomed to work with the 
gas, that they take the precaution of going at once into the fresh air 
when they recognize these premonitory signs of poisoning. If this be 
not done, vertigo is soon felt, and it is accompanied by optical illusions 
and sometimes by hallucinations. This is followed by an irresistible 
inclination to sleep. During this first stage of the iwisoning by 
carbonic oxide the individual retains his senses and the power of 
motion, so that he can still escape from the danger that threatens him, 
if he only make the effort in time. Exposed to the same influences, the 
second stage, or that of the loss of muscular power, soon develops. 
In this stage the person affected may realize his danger and yet be 
unable to save himself. This condition is very well illustrated by an 
experience of one of the professors of the Faculty of Medicine, who 
almost lost his life a few years ago. While workinur one evening in 
his room, finding that it was becoming oppressively hot, he rolletl the 
stove into another room (many French stoves are on wheels). Soon 
after returning to his work he began to experience headache and ver- 
tigo. When he tried to get up he found that he could hardly move. 
However, realizing his danger immediately, he made a violent effort 
and reached the window, but had not the strength to open it. Never- 
theless he managed to break a pane of glass and alarmed the inmates 
of the house, who hastened to his rescue, and his life was saved. 

Boutmy gives two examples of this kind in his works : one of a 
lady who survived, and the other of an engineer who died in two days 
after the poisoning, although every effort was made to restore him. 
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There are other cases of this nature that are very striking. During 
the great fire at the Op^ra Comique, in Paris, two years ago, when 
the firemen were able to enter the bar-room they found twenty-seven 
people all in a lieap, who had died together, and none of them were 
burned : their clothes, hair, etc., were all in good condition. Some few 
had gloves on that were slightly cracked by the heat, showing that the 
temperature was never more than 110° to 120° C. (230° to 248° F.). 
They presented all the appearances of death from carbonic oxide gas, 
as was shown by the medico-legal inquest that was held ; and they were 
no doubt arrested in their flight by the muscular impotency that we 
have spoken of. It is during this period that some authors have 
observed convuUionSy but they must be rare. What is more frequent 
is vomiting, when the person has dined beforehand. Deveregie and 
the older writers attached a great' deal of importance to the relaxation 
of the sphincterSj and this sign led to considerable discussion in former 
times, because before the spectroscopic reaction of the blood was 
studied the diagnosis of asphyxia by charcoal fumes was based on this 
weakness of the sphincters. Shivering has also been given as a symp- 
tom. During the last few years this question has been more thoroughly 
investigated by scientific experiments, and we do not place so much 
faith on the symptom of pain, Delle, who committed suicide with 
cliarcoal fumes and wrote his impressions every five minutes, spoke 
a great deal of his sufierings, but it is more than probable that they 
were mental rather than real, as persons who have been recalled to 
life after carbonic oxide poisoning do not speak of much pain. The 
predominating symptoms are the constriction of the temples and the 
cephalalgia. The proof that they do not suffer much is the fact that 
they always persist in their design, which is not the case in many 
painful methods of suicide. It would be quite easy to collect some 
thousands of cases of carbonic oxide poisoning, accidental or voluntary, 
where the persons have died without making a single movement. Most 
of those who are poisoned during sleep die without waking or making 
any attempt to ward off the danger. This second period of muscular 
failure lasts for a variable time, tlie person falls into a state of coma, in 
which he may finally succumb. Even at this period an energetic inter- 
vention by artificial respiration, inhalation of oxygen, etc., continued 
with patience for a long time, will recall such patients to life. But the 
task does not end when the patient breathes again. It is important to 
watch the breathing, and assist it, if necea«ar}', until the poison is elimi- 
nated. Within the last few years medico-legal students have been very 
much occupied in investigating the excessive discharge of urea which 
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occurs at this moment in such cases, and the glycosuria that follows it 
The other interesting complications are those of the nervous system, — 
6r8t the ))ersistent headache, which is very painful, and next paralysis. 
This last is generally partial, of the face or arm, and occasionally a 
hemiplegia. Dr. Landouzy and myself had a case of this kind lately. 
A woman had been brought to the Cliarity Hospital in profound (xmuif 
and the next day had a facial and brachial paralysis. There was a 
thrombus just where the facial artery |)asses over the inferior maxilla, 
and a blood-tumor as large as an egg in the axilla. This paralysis 
lasted two months, and was followed by a number of hysterical symp- 
toms that were difficult to separate from those of hysteria and the car- 
bonic oxide poisoning that she had been subjected to. In any case 
we can state that these forms of paralysis are peripheral in nature. 

Let us now pass on to the study of some new troubles that have 
been investigated by Barth6lemy, Magnan, Gaucher, and Br^nt, and 
have been placed on reco?d in communications they have lately made 
to the Soci4t6 de M^ecine L^ale. 

Barth^lemy reported a case of an alcoholic who had attempted 
suicide with charcoal fumes and was brought to Dr. Foumier's ward 
in the St-Louis Hospital, where he was treated with eight hypodermic 
injections of ether daily. After having been in coma for seventy 
hours he came to, but the next day he completely lost his memory ; he 
could not tell his age, name, or where he lived. He remained in this 
condition for two months, and was finally sent to the Yineennes Insane 
Asylum. A similar case in a woman was also reported by this observer. 
Briand has published a similar one, and we ourselves once exam- 
ined a Paris physician who, after having been poisoned by carbonic 
oxide gas emanating from the stove of a neighbor, seemed to recover, 
and brought suit against the proprietor of the house for damages. He 
then fell into a state of amne^^ia, and could not carry on his practice. 
He would forget the name of his patient, and could not write a pre- 
scription. This lasted for some eighteen months, and then he finally 
recovered his usual intelligence. 

From these collected cases it would seem that mental trcubles must 
be especially guarded against in this malady. The most striking char- 
acteristic of this partial dementia is the amnesia of which we have 
spoken : this is either partial or total. These symptoms are similar to 
those seen in patients after great railway accidents, such as we have met 
with recently in the Charenton disaster. But they are not like the 
symptoms of general paralysis, and we do not think it is necessary 
to make a difierential diagnosis between them. 
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Having now rapidly outlined the symptoms of poisoning by car- 
bonic oxide gas, we must not close this lecture without speaking of the 
slower forms of this trouble. Dr. Lancereaux has shown that a pro- 
longed stay in a room that is heated by a stove may give rise to certain 
symptoms. It is understood that the stove in question is well 
arranged, and does not give off more than the minimum amount of 
the toxic gas, a quantity in fact that cannot be measured and is usually 
given off from the best stoves. Lancereaux made his observations in 
rich families who raised their children in hot nurseries, where the heat 
was kept up by stoves, and he found that these children had gastro- 
intestinal troubles that were apparently due to the carbonic oxide in 
the air. 

The old-fashioned way of building houses by employing heavy 
wooden joists has been happily replaced nowadays by the use of iron 
supports. These old beams were subjected in time to a curious trans- 
formation by which they were rendered as soft as punk and burned as 
easily, giving off an immense amount of carbonic oxide gas. Some of 
them have taken fire close to a chimney and burned on slowly for a 
long time without attracting attention. This slow combustion is very 
dangerous. Profe&^r Broca noticed one day that the floor of his study, 
in an old house, seemed to be very hot. He sent for the fire-brigade 
men, who could not discover anything. Broca was not satisfied, and 
with a large gimlet bored a hole in the hottest place of the flooring, 
and found, with a thermometer, that tlie heat was intense. Going 
deeper, he got sparks of fire, showing that the old heavy joist was 
undergoing slow combustion. This has occurred a number of times, 
and the people living in the house have presented symptoms of head- 
achcy vertigo, and a loss of strength that led the doctors astray, until for- 
tunately a fire broke out and showed that the real cause of the trouble 
was carbonic oxide poisoning. Finally, there are the so-called "pro- 
fessional" cases of poisoning by this gas occurring in certain tirades 
in which the gas is employed, but we do not think that it is the only 
factor in such cases. It is also asserted that the so-called " cook's 
anaemia," which is so common in Paris, depends on this etiological 
factor; but there are very complex conditions in this well-known 
anaemia. Certainly, being constantly over the hot furnaces, which are 
kept so heated that they allow of the cast-iron lids passing some car- 
bonic oxide gas into the air, is a bad thing, but it must also be 
admitted that kitchens have other causes for anaemia, such as bad 
smells from vegetable matter. A tem|)erature of 35° to 40° C. (95° 
to 104° F.), together with draughts of air, combined with the fact that 



Digitized by 



Google 



POISONING BY CARBONIC OXIDE GAS, 49 

cooks take a good deal of alcoholic drinks, produces a complex con- 
dition of things that need not be put down to the account of carbonic 
oxide gas alone. As to the '^ miner's anaemia" described by Halle, 
Fabre, and Commentry, here also we must not consider carbonic oxide 
too much in the etiology of this malady, for there are other vitiated 
airs in tunnels and mines, and an important matter is the absence of 
sunlight. Bourru has also blamed carbonic oxide gas for the maladies 
which are seen in foundries (among those who work in iron and cop- 
per), prominent among which are obscure forms of neuralgia. Allow 
me to say in conclusion that while the possible presence of carbonic 
oxide gas in al] such cases may be admitted, yet we do not believe that 
it is the only £ictor to be considered* 
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Gentlemen, — ^The case which forms the Imsis for my lecture to-day 
is one which many of you saw during his life in Ward 21, and some 
of you may have thought over the questions presented by it and the 
revelations of the post-mortem examination. 

The following is an abstract of the notes of the case : 

Thomas P., aged fifty-two, farm laborer, was admitted to the has- 
pital on June 13, 3892, complaining of vomiting, which had occurred 
daily for the last six or seven months. 

Family History. — His father died of old age and his mother of 
dropsy ; six brothers and sisters are alive and well ; one brother died 
from some unknown cause. 

General Surroundings at Home and at Work. — The patient was 
not married ; he had a comfortable home and always plenty of food ; 
his habits were temperate ; his work was hard field labor. 

Previous History, — He had never had any serious illness nor met 
with any accident. An inguinal hernia had existed for more than 
twenty years. 

History of Present Illness. — His sickness began with vomiting and 
epigastric pain; on one or two occasions he had vomited what he 
thought was blood mixed with food. These attacks came on generally 
one to one and a half hours after eating. 

State on Admission. — He was a well -developed man ; Inxly a good 
deal wasted ; weight nine stones two pounds. His conjunctivae were 
slightly yellow and skin sallow; expression of face anxious. No 
cedema. Temperature, 99° ; pulse, 60; respirations, 18. 

Digestive System, — He had lost almost all his teeth, and his tongue 
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was flabby, slightly furred, and red at the tip; his mouth was rather 
dry; d^lutition normal; appetite bad; some thirst at times; but 
there was no nausea or desire to vomit except when the stomach was 
full. After eating he had pain, which was relieved by vomiting. The 
vomited matter was brown and frothy, giving the reaction of blood 
with tincture of guaiacnm and ozonic ether, and showing the presence 
of free hydrochloric acid by Gunzberg^s test.^ Under the microscope 
it contained sarcinse and the remains of food, but no blood-corpuscles. 
The bowels were confined, the epigastric and hypochondriac regions 
were prominent and tympanitic, and on passing a tube into and dis- 
tending the stomach with air by means of a spray apparatus, as sug- 
gested by Professor Ewald, it was seen to reach below the umbilicus 
and to extend well into the right hypochondrium ; but no tumor could 
be felt, although there was some tenderness complained of at first on 
palpating the pyloric region. He was given a test breakfast consisting 
of a slice of bread and three-quarters of a pint of weak tea, and an 
hour afterwards the stomach-contents were withdrawn and examined. 
The fluid was dark-colored, containing very little solid matter, no blood, 
sarcinse, or lactic acid ; free hydrochloric acid was present, albumoses 
were abundant ; it digested egg albumen perfectly, proving that both 
pepsin and hydrochloric acid were present in normal amounts. This 
method of examination was repeated on June 26, with exactly the 
same results. 

Circulatory and Respiratory Systems. — The pulse was 60, rather small 
and persistent ; the heart was of normal size and the sounds pure ; the 
breath- sounds were harsh. 

Urinaiy System. — Urine alkaline, 1024; no blood, albumen, or 
sugar ; it deposited amorphous phosphates. 

On July 3 the test breakfast was repeated, and on this occasion 
no free hydrochloric acid was found. 

No vomiting occurred from the first day after admission until the 
26th, when he threw up twenty-five ounces ; he vomited again a little 
on tlie 27th, 28th, and 29th, copiously on the 30th and July 1, and for 
the last time on the 4th. His bowels were generally very obstinate and 

' The formula for which is — 

2 grammes phloroglucin ; 
1 gramme vanillin ; 
80 grammes alcohol. 

Pat one or two drops in a porcelain capsule with the same quantity of stomach- 
oontento, and warm gently over a lamp, so that the fluid slowly evaporates, when, if 
ttee hydrochloric acid is present, bright red patches or streaks appear. 
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required enemata to move them, ordinary saline mixtures being inef- 
fectual. He lost weight steadily while in the hospital, in spite of his 
ability to take a fair amount of food, — minced meat, custard-pudding, 
bread, and one pint of milk daily. He was not allowed any other 
liquid. Yet his weight, which was nine stones two pounds on admis- 
sion, had fallen to eight stones five pounds on the 29th. 

The treatment pursued was washing out the stomach' by means of 
the tube and the administration of salicylate of bismuth as a stomach 
antiseptic. When these failed it was proposed to open the abdomen 
and perform gastro-enterostomy or pylorectomy, but the patient refused 
his consent, and died on July 8. 

At the autopsy the stomach was found to be greatly dilated, meas- 
uring along the greater curvature twenty-eight inches and along the 
smaller curvature seven inches ; greatest breadth, eight inches. On 
opening it the mucous membrane was slate-colored and thickened, but 
not ulcerated. The pyloric orifice was narrowed by an annular mass 
of very hard carcinoma, so as to admit the little finger with difficulty ; 
its inner surface was ulcerated. The pylorus was slightly adherent to 
the surrounding parts, and there were one or two enlarged glands in 
the portal fissure, but there were no secondary growtlis in the liver or 
elsewhere, and the other organs were practically normal. Under the 
microscope the gi-owth presented all the characters of an ordinary in- 
filtrating scirrhous carcinoma, with much dense fibrous stroma. 

The appearance presented by the stomach in the post-mortem room 
showed that it would have been an excellent case for operative inter- 
ference had this been undertaken when the patient first came under my 
care, and the answer to the question, why this means was not sug- 
gested earlier, is the pith and purpose of this lecture. Of course the 
simple reason was that we were not sure that he had cancer, and this 
leads us to consider what are the elements needed for the diagnosis of 
pyloric cancer and how far they were forthcoming in this case. 

The classical symptoms of carcinoma of the pylorus are, — 1, a 
tumor in the required situation ; 2, persistent vomiting, especially of 
the so-called " coffee-grounds" material ; 3, pain ; 4, wasting ; 5, the 
cancerous cachexia. The first of these is by far the most important, as 
we shall see. The tumor is usually situated in the epigastrium to the 
right of the middle line, but this rule is not without many exceptions, 
as the stomach may be greatly dilated and the pylorus displaced into 
the right hypochondrium and even below the level of the umbilicus ; 
it is also usually thought that the tumor does not move with the respira? 
tory movements of the diaphragm, but this is not invariably true ; it 
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may have become adherent to the liver when it moves with that organ, 
but there are cases on record in which no such union existed to account 
for movement which nevertheless was observed. 

Therefore the presence of a tumor, whether movable with respira- 
tion or not, is a great factor in diagnosis ; but we must exclude fecal 
masses, enlarged gall-bladder, aneurism, cancer of the omentum or 
^ncreas, and non-malignant stomach-tumors. 

Fecal masses may sometimes be moulded by the fingers, and are 
not painful to palpate ; after a thorough evacuation of the bowels they 
disappear, and they can only be confounded with stomach-cancer when 
associated with other gastric symptoms, which we try to diflTerentiate 
from those due to cancer of the pylorus. 

An enlarged gall-bladder is usually elastic, but may be of stony 
hardness ; it is movable with respiration, globular in shape, and is not 
in itself a cause of gastric symptoms. An aneurism is distinguished 
by its vertical and lateral pulsation ; a cancerous growth may transmit 
the pulsations of the aorta, but only in a vertical direction, unless the 
tumor grows round the aorta, where differentiation may be impossible. 
Cancer of the omentum or the head of the pancreas may give rise to 
most of the signs of a pyloric tumor, but if the stomach is distended 
with air, as already described, its relation to the tumor may sometimes 
be accurately defined. Non-malignant thickenings of the pylorus, and 
enoapsuled foreign bodies, such as tumors formed of hair which has 
been swallowed, can only be differentiated from cancer by prolonged 
observation and a consideration of all the other elements of the case. 

The discovery of a tumor, important as it is, by no means estab- 
lishes the diagnosis ; but in this case there was no tumor to be felt, even 
when the stomach was inflated ; therefore this element of diagnosis was 
wanting. 

Persistent or rather daily vomiting was certainly present before 
admission, but this was explained by the dilatation of the stomach. The 
patient stated that he had no feeling of nausea or desire to vomit until 
his stomach was full, and treatment checked this symptom for the first 
fortnight after admission. The existence of hflematemesis was not 
absolutely certain. The patient believed that he had vomited blood, 
but we could not rely completely on his statement ; the matter vomited 
soon after admission gave the blood reaction, but it contained no visi- 
ble blood-corpuscles, was not like " coffee-grounds," and no blood was 
ever present in the contents or the washings of the stomach. The 
guaiacnm reaction of stomach-contents is certainly not a proof of hem- 
orrhage into its cavity, unless we can be certain that no food containing 
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blood coloring matter — e.g.y meat (or fibrin ?) — ^has been recently swal- 
lowed. On the other hand^ the occurrence of coffee-grounds vomit is 
not a proof of cancer, though it is highly suggestive of it, as the large 
amount of blood poured out in simple ulcer and other conditions pro- 
ductive of hsematemesis is usually sufficient to excite vomiting before 
it is so altered as to have acquired this appearance. 

Pain after eating was complained of, but under treatment this symp- 
tom disap|)eared ; there was at first a little tenderness on palpating the 
pyloric region, but after a day or two he assured us that he felt none, 
although the r^ion in question was explored very frequently in our 
efforts to determine the presence of a tumor. Wcuding was very pro- 
nounced. 

The cancerous cacheona is unfortunately by no means a well-defined 
condition ; it is a peculiar sallownci^ of the skin due to the anaemia 
which is part of the constitutional results of advanced malignant dis- 
ease ; but it may be safely asserted that there is nothing so character- ' 
istic about it as to afford a basis for diagnosis, and that it is absent in 
cases of uudoubted cancer and has often been recognized erroneously in 
cases which got quite well. Our patient was rather sallow and his 
conjuuctivflB were slightly yellow, but these changes and the wasting 
were sufficiently accounted for by his dilated stomach and chronic 
gastro-duodenal catarrh, which had for a long time interfered with his 
proper nutrition. 

The classical symptoms are clearly not a satisfactory basis for diag- 
nosis, and hence Kussmaul and his followers have endeavored to estab- 
lish other data by examining the stomach-contents. As the result of a 
large series of observations, it is maintained that in most cases of car- 
cinoma of the stomach, in chronic gastritis, atrophy, and some neuroses 
there is no free hydrochloric acid. On the other hand, in ulcer of the 
stomach and some neuroses this acid is present in excess. It is ad- 
mitted that the result in cancer depends upon the associated chronic 
gastritis and not on the presence of the growth, so that it has rather a 
negative than a positive value, and the most that can be said is that 
when free hydrochloric acid is present the probability is that there is 
no cancer. But such probabilities are eminently unsatisfactory in the 
diagnosis of individual cases ; for, as in this case, free hydrochloric acid 
may be present until a few days before death. The microscopical exam- 
ination of the stomach-washings is another method recently employed in 
the hope that it may sometimes reveal fragments of cancerous tissue, 
but it was tried in this case with only a negative result. 

Instead of discussing this case further, I should like to relate to you 
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the details of one which has been more recently in the wards^ and in 
which the difficulties of diagnosis are illustrated from another aspect. 
In the first case I was afraid to diagnose cancer, though I believed it 
was there ; in the second, I was more sure of it, as the facts all favored 
the diagnosis ; but I was wrong. 

Emma C, aged fifty-four, widow, was admitted into the General 
Hospital on December 6, complaining of constant pain and frequent 
vomiting of the stomach-contents mixed with blood, and extreme ema- 
ciation. Her family history showed some tendency to tuberculosis, but 
none to cancer. Her social condition had been for long one of great 
poverty, and since her illness had rendered her unable to keep herself, she 
had been dependent upon a daughter who was equally poor. Her pre- 
vious health was good, but she had borne ten children and had three 
miscarriages, in association with which she had had, on each occasion, 
what she called " inflammation of the bowels." Her present illness 
began two years ago as a bilious attack, and she had never been well 
since, though better at times. Vomiting occurred from the first several 
times a day ; the vomited material " looked dark and took the edge off 
her teeth." 

On admission she was very emaciated, but presented no jaundice 
or oedema. Her teeth were nearly all gone; her tongue was clean; 
she was very thirsty, but had no appetite. She was free from pain on 
milk diet, but she vomited many times a day. The vomited material 
had the typical ^' coffee-grounds" appearance, and under the microscope 
blood-corpuscles were seen, but no sarcinse or cancer elements. The 
abdomen was retracted and so flat that the sacral promontory could be 
easily felt, and even the edges of the lumbar vertebrae. There was an 
ill-defined tender mass lying to the right of the umbilicus, which moved 
slightly on respiration and more distinctly on coughing. When the 
stomach was distended with air it formed a prominence in the left hy- 
pochondrium and reached below the umbilicus, but did not appear to 
be much dilated. She was given a test breakfast and the contents re- 
moved and examined, with the result that there was no free hydrochloric 
add and failure to digest albumen. The heart and lungs were normal. 
She had some cystitis, but we need not refer to that further. The vom- 
iting persisted in spite of treatment, and towards the end became fecal. 
She died on December 15, nine days after admission. The mass re- 
ferred to above, which was at first very visible, became less distinct, 
and could never be defined. At the autopsy we found the pylorus 
adherent to the under surface of the liver, and a cicatrix about one 
and a half inches in length uniting the stomach to the head of the 
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pancreas ; there was no tumor and no sign of carcinoma anywhere ; no 
stenosis of the pylorus. The supposed tumor was a mass of omentum 
and empty small intestine^ lying to the right of the stomach and upon 
the head of the pancreas^ which probably, from her profound emaciation, 
projected a little. The disappearance of the '' mass" was due to the 
entrance of a little air into these coils. The explanation of the case 
evidently was ulcer of the stomach, with localized peritonitis, and 
binding down of the pylorus so as to cause persistent reflex vomiting 
and probably some mechanical obstruction to the exit of food. Here 
we had a doubtful tumor, persistent vomiting, coffee-grounds vomit, 
pain, extreme wasting, and no free hydrochloric acid. After the pre- 
ceding case it would certainly appear that there was enough to justify 
the diagnosis of cancer. 

In order to place before you still more clearly the points of resem- 
blance of these two cases, I would direct your attention to the following 
table of their symptoms : 

8T1CPT01I8. CANCBB. ITLCEB. 

Case I. Cue IL 

Age Fifty-two. Fifty-four. 

Duration Six months. Two years. 

Wasting Great. Extreme. 

Jaundice Slight. None. 

(Edema None. None. 

Fain Slight. Severe. 

Tongue Slightly furred. Clean. 

Tumor None. Ill defined. 

Vomiting Fersistent, hut relieved Fersistent 

hy treatment. 

Hsmatemesis Slight. Frequent coffee-grounds. 

Free HCl Fersistent until twelve Absent. 

days hefore death. 

Constipation Ohstinate. Ohstinate. 

On considering this table, the first difference that we meet with is m 
the duration of the disease; but although the average duration of can- 
cer of the stomach is less than two years, it may extend even beyond 
that time. Jaundice is a frequent accompaniment of cancer, but its 
absence is not uncommon, while it is of course present in many non- 
cancerous stomach-troubles. The wasting and pain were more marked 
in the non-cancerous case, though present in both. A very foul tongue 
is met with frequently in cancer of the stomach, but here it was only 
slightly furred. It may be admitted that a clean tongue is against 
cancer, but the rule is not witliout exception ; Lebert even held that the 
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tongne in cancer is rarely foul. We may take it that no definite tumor 
was found in either case, but the ill-defined mass in the second helped 
to complete the picture of carcinoma. Vomiting was persistent in 
both^ but more so in the non-cancerous case, while the coffee-grounds 
vomity formerly held to be pathognomonic, was actually observed and 
well marked only in the latter. Finally, free hydrochloric acid was 
present in the first so long as an accurate diagnosis would have been of 
any practical use, and was absent completely in the second ; in both the 
bowels were obstinately confined. 

It is not too much to say that the non-cancerous case was more like 
cancer than the other, and that an accurate differential diagnosis is, in 
the present state of our knowledge, impossible. In conclusion, I wish 
to refer to the use of the stomach-tube in order to point out the great 
value of this remedy in dila'tation of the stomach. I am inclined to 
believe that this instrument is somewhat abused in Germany and not 
used enough in England. Like the catheter, it is a means of treatment 
which should not be indiscriminately employed, but in proper cases is 
of the utmost value, and in no condition more useful than in dilatation 
of the stomach. A well-made soft tube may be introduced without 
pain and, after a little practice, without inconvenience to the patient, who 
readily learns to do it himself and to perform the daily toilet of his 
stomach with great ease. The object in view is to remove from the 
stomach the accumulated fluid, consisting of saliva, gastric mucus, and 
remains of ingesta, which if allowed to rest there undergoes fermenta- 
tion, with resulting formation of lactic, butyric, and acetic acids, and this 
intensely-acid fluid sets up severe gastritis. By its removal and by 
simply irrigating the cavity with warm water the stomach is kept in 
the best possible condition for fulfilling so much of its functions as its 
structural defects render possible. No doubt in very advanced cases 
little good can be done by any means, but there are many which can 
be greatly assisted by the tube. It is of importance that they should 
be recognized in time, and for this purpose the tube is the best diagnostic 
means we possess, nothing being easier than to wash out the stomach and 
inflate it with air, when the maximum size of the organ can be readily 
perceived in thin people by its projection against the wall of the abdo- 
men, and in others can be mapped out by percussion. Its value in both 
these directions has been illustrated by the cases I have related to you, 
and I hope this lecture will impress upon you, first, the difficulties of 
accurate diagnosis in stomach-diseases, and, second, the desirability of 
employing with judgment every available means of obtaining data 
upon which to found your opinions and your practice. 
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NON-RHEUMATIC ARTHRITIS AND SOME OP ITS 
ASSOCIATIONS. 

CLINICAL LBCTURK DELIYBRED AT THE LONDON HOSPITAL. 

BY A. ERNEST 8ANSOM, M.D., P.R.C.P., 

Physician to the London Hospital ; Consulting Physician and Vice-President of the 
North-Eastern Hospital for Children, London. 



Gentlemen, — We have lately had abundant opportunities of 
studying in the wards the disease which we may l^itimately term 
rheumatism. I have asked you to regard this as a morbid process 
characterized usually, though not invariably, by obvious signs of pain 
and swelling of some of the joints, — there being an exudation from 
the vessels of the synovial membranes producing symptoms having a 
variable but not long duration, — by involvements of the endocardium, 
the pericardium, the pleuree, with, sometimes, overgrowths of fibrous 
tissue in various scattered situations, and, exceptionally, by an acute 
affection of the cerebro-spinal system . The disease is observed to be 
accompanied at some periods of its course by a moderate fever, — unless 
there be such an effect upon the central nervous system as to determine 
hyperpyrexia, — by sweatings, sometimes by certain eruptions upon the 
skin, and by a notable anaemia. Though the most prominent signs 
may be of brief duration, or appear as the acute manifestations of a 
febrile disease, the process is long drawn out, the symptoms are apt to 
recur in outbreaks which are often improperly termed " relapses," and, 
especially in relation to the structures within and around the heart, 
there may be induced slow morbid changes, going on for months or 
years. 

It is to disease w^hose phenomena fall within this outline that I 
want you to restrict the term " rheumatism." Do not apply the words 
" rheumatism," " rheumatic," or even " rheumatoid," in the loose manner 
too commonly adopted, to indicate any painful affection whatever, or 
any disorder induced, or sup})osed to be induced, by a chill. 
6S 
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We now turn to consider some of the affections which are not 
rheumatic^ though they might seem to be such. 

In the majority of cases the diagnosis of rheumatism is not difficult, 
but do not overlook the fact that there are pitfalls into which you may 
stumble, and an error may mean a serious loss of reputation. In the 
periods of infancy and early childhood the difficulties are most likely 
to occur. In the growing long bones there may be inflammation 
of the epiphyses or the diaphyses, which may simulate rheumatism. 
Recollect that in the young child the arthritic manifestations of rheu- 
matism are often very slight, or evanescent. If you find evidences of 
great pain and tenderness confined to one joint, do not consider these 
rheumatic until you have found them to be variable and fleeting, or ac- 
companied by other of the signs of the rheumatic process. The president 
of our College of Surgeons (Mr. Bryant) has lately said that he has 
been frequently called in to see young jieople, supposed to be suffering 
from acute rheumatism, which did not yield to the ordinary remedies, 
whose disease was not rheumatic at all, but an inflammaiion of bonCj 
due to special causes. Mr. Bryant urges the important rule, that when 
called to a case of febrile disturbance of a doubtful nature either in 
infants, children, or adults, but especially during the age of growth, the 
practitioner should carefully examine the limbs, and particularly the 
long l)one8, for swellings. A mistaken diagnosis may be very serious, 
for precious time may be lost before tension is relieved by incision and 
the extension of the disease checked. Remember, then, that a rheu- 
matic arthritis must be differentiated from an inflammation of the bone 
known as epiphysitis, ostitis, osteo-myelitis, or 06teo-periostitis,^-diseases 
due to the destructive agencies of the micro-organisms which induce 
suppuration. Obviously these diseases have nothing to do with rheu- 
matism. 

It is possible that tubercular disease of a joint may be mistaken at 
the outset for rheumatism, but the chronicity of the local affection and 
the absence of the concomitant signs of the rheumatic process will 
probably solve the difficulty. In such cases, of course, the arthritis is 
etiologically distinct ; it is due to the micro-organisms of tubercle. 

In the young child congenital syphilis may induce an arthritis. In 
the adult syphilis often causes periostitis with distinctive features little 
likely to simulate disease of a joint, but in in&ncy and earliest child- 
hood the congenital affection may have among its first manifestations 
inflammation of the ends of the long bones. The joint becomes fixed, 
swollen, and tender. The diagnosis is not likely to be difficult, for 
some of the signs of congenital syphilis will be discovered. 
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The diflBculties may be very much greater in the case of pyemia. 
Both in the adult and in the child the early signs of this disease, when 
it involves the joints, may closely simulate those of rheumatism. If 
we look back to descriptions in works published only fifteen years ago, 
we may read cases stated to be those of acute articular rheumatism 
which we should certainly now consider to be examples of pysemic 
infection. For instance, in the seventh edition of Bouchut's work on 
" Diseases of Infants and Children," published in 1878, are described 
cases (page 989) said to be those of mono-articular and poly-articular 
rheumatism, in which the joints after death were found to be filled with 
purulent and sero-purulent exudations and where the conditions of 
septic infection were not doubtful. If the joint-pain be very severe, 
the temperature-chart showing unusual oscillations of high and low 
readings, if the efiiision within the joint show no signs of variation 
and diminution, it is probable that the inflammation is pysemic and not 
rheumatic, and the physician must be on the alert to find a focal area of 
suppuration whence the septic micro-organisms may have been derived. 
In these days we should entirely differentiate these cases from those of 
rheumatism. 

In rare cases the arthritis of rheumatism may be simulated in the 
subjects of hsemophilia or of scurvy. In a lad who is a " bleeder*' 
remember that you may be called upon to treat symptoms which are 
supposed to be those of acute rheumatism. There may be great pain, 
swelling, and tenderness of the knee, hip, elbow, ankle, wrist, or 
shoulder-joint, — one or more of these, — with febrile manifestations. 
In some cases the occurrence of purple and bruise-like discolorations 
of the surface may convince you that the joint-affections, like these, 
are also due to extravasations of blood ; but at other times such signs 
may l)e absent, the arthritic phenomena may recur alone, and I have 
known good observers to describe these as cases of rheumatism occur- 
ring in the subjects of heemophilia. I do not think that this is the 
correct interpretation. We do not find the other associations of the 
rheumatic process, and I consider that the arthritis is due to repeated 
hemorrhage in the tissues of the joint rendered vulnerable by previous 
occurrences of like causation. The point is important practically, for 
counter-irritation, as often applied near a rheumatic joint, must in these 
cases be employed with great discretion, and massage, if employed at 
all, be practised with a very gentle hand. In some cases of scurvy, 
pain and swelling about the joints are induced by subperiosteal hemor- 
rhage, and in rare cases in the period of infancy and childhood — ^as 
shown by Dr. Thomas Barlow — the malady may complicate rickets. 
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In such, the knees, wrists^ and ankles may be swollen and tender and 
there may be much pain on movement ; great improvement has followed 
the administration of suitable v^etable food, but the fatal cases have 
demonstrated that subperiosteal hemorrhage may be very extensive. 

You must also be careful to remember-that arthritis may accompany 
some of the specific fevers. In the case of scarlatina this is of common 
observation, and in the great majority of cases the differentiation from 
rheumatism is unnecessary, for scarlatinal arthritis is, from its char- 
acter, from its associations with pericarditis and endocarditis, and from 
its other affinities, essentially rheumatic. The same may be said, in my 
opinion, of the phenomena which, in rare instances, follow measles. I 
have myself observed measles to be directly succeeded by manifestations 
undoubtedly rheumatic. 

In certain other specific febrile and inflammatory affections, how- 
ever, there is no intervention of the rheumatic state. Arthritis in ex- 
ceptional cases follows typhoid fever. In such cases it is usually the 
hip-joint that is attacked ; but there may be involvement of the synovial 
membranes, the cartilages, and the ligaments of other joints. More 
frequently arthritis is observed in association with dysentery. In this 
disease it is the knee which is most frequently affected, but many articu- 
lations may suffer; there is much pain referred to these, with tender- 
ness on pressure, and, in some cases, abundant synovial effusion. The 
arthritis occurs in the mild rather than in the severe cases and in the 
later periods of the intestinal disease ; it has no rheuraatismal associa- 
tions. Mumps (parotitis) is sometimes accompanied by manifestations 
of arthritis, especially of the joints of the lower extremities ; in this 
case also there are no rheumatic associations. It may be worth while 
remembering that parotitis is also an oc<»sional accompaniment of 
typhoid fever. We have had some examples lately, and there is a man 
now in the wards in whom the swelling: over the parotid was incised, 
giving exit to pus. He also manifested arthritis of the toes, knee, and 
elbow, but this was distinctly gouty, and therefore he does not come 
into the category of cases which we are now considering. The only 
points I wish you to bear in mind are, that typhoid may be followed 
by arthritis, that parotitis may have a similar sequel, and that typhoid 
may be accompanied by parotitis. A much more common association 
of arthritis is that with gonorrhoea or urethritis. The inflammation of 
the joints at first closely resembles that attending rheumatism, but it is 
more apt to centre in a single articulation, — the knee or the elbow. 
There are great pain and tenderness, and oftentimes abundant effusion 
within the joint. The arthritis does not subside within a limited 
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period, as in the case of rheumatism, but persists for weeks or months, 
and often leaves much thickening and stiffness. It is occasionally ac- 
companied by endocarditis, but there is strong evidence to show that 
this is rather of the septic than of the rheumatic form. Gonorrhoeal 
arthritis generally begins at about two to four weeks from the com- 
mencement of the urethral discharge ; it has not the associations of 
rheumatism, but occurring in a rheumatic subject it may lead to or 
complicate an attack of ordinary rheumatic arthritis. 

Excluding the inflammations of joints which are the direct effects 
of injury from without, we may divide our cases of non-rheumatic 
arthritis into the following groups : 

1. Cases of hsemophilia, scurvy, or purpura, — ^the arthritis to be 
ascribed to the effects of effused blood. 

2. Acute inflammation of the heads of the long bones, due to the 
destructive effects of the micro-organisms which induce suppuration. 

3. Syphilis, producing arthritis through an inflammation of the 
heads of the long bones only when the latter are in the early stages of 
growth and development. 

4. Pyaemia, the agencies being the micrococci of suppuration and 
their toxines. 

5. Cei'tain infective diseases,— dysentery, enteric fever, mumps, 
gonorrhoea. In these it is most probable that the agencies ai-e micro- 
organisms or their toxines. There yet remain two large groups. 

6. The arthritis due to gout, which on this occasion I shall only 
incidentally consider. 

7. The disease known under very diverse names,— chronic rheu- 
matism of the joints, chronic rheumatic arthritis, rheumatic gout, 
rheumatoid arthritis, nodose rheumatism, — ^all these terms suggesting 
some affinities with rheumatism,— or other names, in which there is 
no reference to any affinity with rheumatism, — 6.^., primitive asthenic 
gout, osteo-arthritis, dry arthritis, and arthritis deformans. Obviously 
from the terminology there is some difference of opinion whether this 
disease is of the nature of rheumatism or of gout, or whether it is 
distinct from both. 

I now ask you to give your attention to some cases that might be 
placed under this category. I shall take three examples that have been 
under our direct observation in the wards. I will premise that in 
these, at least in the earlier periods of their manifestations, the term 
"chronic" would be misplaced. The symptoms are oci^ We will 
briefly outline the cases, and then consider the associated conditions. 

The first case is that of a man, aged twenty-four, well developed 
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and strong, without a sign of anaemia. He had no family predisposi- 
tion to rheumatism nor to gout. He stated that he had had ^^ rheu- 
matic gout'' in the left foot three months before admission. The pain 
then was not referred to the ball of the great toe, there were no indica- 
tions of old inflammation in this situation, and my house-physician, 
Dr. F. J. Johns, fiiiled to find any trace in the patient of a gouty ten- 
dency. The man evidenced, however, a severe arthritis of the right 
knee. The ends of the tibia and the femur were enlarged and exces- 
sively painful ; pressure greatly increased the pain ; there was some fluc- 
tuation (synovial effusion) only over the inner part of the head of the 
tibia. During the early stage of the illness the temperature rose to a 
maximum of 101.5° F., but while pain was yet severe it fell to 98° F. 
The pulse at the early stage was 54, but fell afierwarda to 48 per minute. 
This form of arthritis was mono-articular : only the knee was affected 
during the many weeks that the patient was under observation. 

I drew your attention to the considerations that the hard, firm en- 
largements of the articular ends of the bones, the absence of intra- 
articular effusion, the protraction and the severity of the pain, and the 
absence of concomitant signs of rheumatism, all combined to differen- 
tiate this from an ordinary rheumatic arthritis. There was no sign of 
disease of the heart or pericardium, or evidence of syphilis, of gonor- 
rhoea, or of any form of septic infection. After long treatment, espe- 
cially by repeated blisterings above the joint, — the administration of 
salicylate of sodium and alkalies having proved wholly inefficacious, — 
the patient was able to leave the hospital, walking without pain, but 
with a thickened joint. 

The second case is that of a female, aged thirty-two, who was ad- 
mitted for pain and swelling of several joints, her temperature being 
100.6° and her pulse 114. She came of a singularly healthy family, 
there being no predisposition to rheumatism or to gout. She had borne 
five healthy children (two of them died of bronchitis) and two still- 
born. There had been one miscarriage. She was now in the seventh 
month of pregnancy. There were no evidences of syphilis, and she 
said she had been perfectly healthy until this illness, which l)egan eight 
days before her admission. She first noticed stiffness and pain in the 
left hand ; the next day the knees were swollen and painful, and a few 
days afterwards the right wrist and elbow were attacked. After her 
admission, the painful symptoms left the other joints, to become concen- 
trated in the right elbow and wrist. There was little or no fluid effu- 
sion, but great enlargement, especially of the elbow-joint, which was 
firm, unyielding, and excessively painful. The treatment by the in- 
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ternal administration of the salicylates with alkalies failed to give any 
relief. Six weeks after her admission the patient was delivered of a 
still-bom child. There was a breech-presentation. Recovery from the 
effects of parturition was quite normal, and the course of the arthritis 
was unmodified. There is yet much pain and thickening of wrist and 
elbow, though the patient has now been more than nine weeks in hos- 
pital, but there has been improvement afler repeated local blisterings. 

During all this protracted arthritis the temperature has been usually 
normal or subnormal ; on one day only it reached 102.5° F., during 
two periods of three weeks its maximum was 99.1°. There have been 
frequent perspirations ; the hands are now usually hot and moist. The 
conditions of the heart have been perfectly normal, with the exception 
of a soft systolic murmur over the site of the pulmonary artery, — a 
murmur no doubt of neuro-cardiac causation and not indicating organic 
disease. The pulse-rate has varied between 96 and 120. 

I call your attention to the aspect of this patient and to some pecu- 
liar spots uj>on the skin. Her face has a light-brownish, cafi-au-laU 
color, the coloration being more marked on the left side, and she is 
much freckled. There are no patches of staining upon her neck ; on 
the forearms, hands, and upper arms are many peculiar, almost uni- 
formly circular, spots, varying in size from that of a pin's head to that 
of the section of a hemp-seed, say from a circle of half a millimetre 
to one of two millimetres diameter. Some are of a light-brown, 
others of a dark-brown, color, the latter approaching to black. It is 
just as if the surface had been sprinkled by a brush dipped in pigment 
of sepia mingled in a lesser or greater proportion of water. 

We will now turn to our third case, an out-patient who has come 
to us many times for examination in the wards. Her age is twenty- 
five, and her principal complaint is of pain in the back and about the 
shoulders at night ; it is not noticed during the day. She stated that 
she was in good health until two years ago, when she had an illness 
characterized by pains generally over the body, pain after food, and 
burning sensations referred to the abdomen. Then the feet and knees 
began to swell and become painful, and there were variable pains about 
the shoulders. Soon afterwards the hands became swollen and painful. 
In April of this year the jmtient went to Bath to undergo treatment, 
but she says she experienced no improvement in the joints, which 
became stiffened. 

We now note that there are thickenings of the phalangeal joints of 
the second, third, and fourth fingers of the right hand ; thickening, but 
not ankylosis, of the wrist of the same side ; great enlargement of the 
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right elbow, the arm being kept semi-flexed and resisting extension. 
The muscles of the forearm and upper arm are much wasted. On the 
left side the wrist is much stiffened, resisting passive movement, the 
elbow and hands scarcely affected. The skin generally seems tliin ; the 
hands are moist, and are peculiarly soft to the touch. 

The patient says that when the illness commenced she suffered from 
palpitation of the heart. Her pulse-rate now is 116, but on a former 
occasion it was only 84. The sounds of the heart and all the physical 
evidences are to the effect that the organ is structurally quite normal ; 
but on some occasions we have noticed a soft blowing systolic murmur 
at the base, — a so-called haemic murmur. 

We find on the skin a few dark sepia spots, and the face is freckled. 
The spots are much more sparse than those in the preceding case, — ^a 
large one is seen on the dorsum of the right hand, another (smaller) in 
a similar position on the left hand, and one on the pinna of the right 
ear, — but they are exactly like those of the other case in form and color. 

We will now very briefly consider how these cases — and cases such 
as these — differ from true rheumatism : firsts in the form of the arthritis ; 
Beocmdlyy in the associations. 

The inflammation of the joints in true rheumatism is usually sudden 
in onset and rapid in subsidence, and the pain associated with it has a 
close, though not constant, relation with the d^ree of fever. We usually 
observe that when the temperature of the patient approaches the normal 
the severity of the pain has subsided. Morbid anatomy tells us that there 
is hypersemia of the synovial membranes with the effusiou of a serous 
fluid, turbid with flakes of lymph, within the joint. The arthritis of 
rheumatism is essentially multiple ; joints are involved successively and 
many at one time. 

The arthritis in the cases which we have just observed does not 
answer to these criteria. Though other joints were attacked in the 
earlier manifestations of the disease, the morbid processes and the suf- 
fering (very greatly in excess of that usual in rheumatic cases and very 
considerably prolonged) were Goncentrated in the knee in one, and in 
the elbows in the two others. The analogy of other cases tells us that 
the morbid anatomy is very different from that of true rheumatism. 
The synovial membrane is intensely injected, and may present fringes 
here and there containing enlarged vessels, which may become ossified. 
The cartilages are enlarged, and may change to bone or may become 
worn away. The heads of the bones may show signs of inflammation 
(osteitis), and the articular ends may be greatly thickened and rendered 
dense like ivory (ebumation). It would seem that there is a process 
Vol. I. Ser. 8.-6 
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of inflammation of the joint far more intense than that which obtains 
in rheumatism^ and there is a tendency on the one hand to exuberant 
growth and on the other to absorption and decay. Effusion within the 
joint is not so constant as in rheumatic inflammation, but it may occur 
in considerable degree. 

In all our cases marked deformity of some of thfe affected joints 
was the result, and the muscles in the neighborhood were wasted, — 
atrophied in a degree that does not obtain in true rheumatism. In only 
one of our three cas«s the joints of the fingers were affected in a marked 
degree. We shall watch the other cases for thickenings of the finger- 
joints and deflection of the phalanges, for these conditions are observed 
in a large proportion of similar cases. You will* notice that in all our 
patients the onset and course of the arthritis were acviey especially in the 
one first mentioned. Some good observers have denied the occurrence 
of an acute form of such non-rheumatic arthritis and regard the in- 
stances described as having a rheumatic commencement. A considera- 
tion of the form of arthritis, as shown in our cases, and of the associa- 
tions we are about to consider, will, I think, bring conviction to their 
minds. 

What, then, are these associations ? First, the cardiac. In these 
cases (and in all others of the same kind, chronic or acute, which I 
have observed) there has been no evidence whatever of endocarditis 
leading up to valvular defect, — a striking difference here to the truly 
rheumatic group. Yet there have been disturbances of the rhythm of 
the heart. The most frequent disturbance has been an abnormal accel- 
eration of the heart's contractions, — tachycardia. Out of seventy-five 
of my cases of rapid heart continuous for long periods, six were in 
association with osteo-arthritis. Palpitations were complained of by one 
of our three patients in the early stages of her disease. Sir Dyce 
Duckworth has noted a similar association, and Dr. J. Kent Sj>ender 
was, I believe, the first to call attention to the long-continued cardiac 
acceleration in the affection. Another association which I have ob- 
served is with irregularity of the heart's action. Out of forty-seven 
of my recorded cases of persistently irregular heart, six were in cases 
of osteo-arthritis. 

Much more rarely the disturbance of the cardiac rhythm in the sub- 
jects of the disease is in the form of a slowing of the heart's action, — 
bradycardia. In our first case, though the temperature was 101.5° F., 
the rate of the heart's pulsations was only 54 per minute, and this was 
reduced through the course of the malady to a steady 48. 

My experience confirms the opinion of many observers, that in 
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oeteo-arthritis there is no tendency to endocarditis or pericarditis ; but 
I am convinced that there are sometimes mixed cases in which a non- 
rheumatic arthritis may be manifested in one who has previously suf- 
fered from the changes of true rheumatism, and that an osteo-arthritis 
patient may become rheuoiatic. 

Secondly, an association of non- rheumatic arthritis may be with 
vaso-motar disturbances. There may be flushing, patchy blushes of 
evanescent erythemata, not bordered, as Ls so often the case in the rheu- 
matic variety. Intermittent sweatings, not correlative with the stage 
of fever as in rheumatism, occur. Especially the hands are so damp 
and soft; and the skin of the palms so thin that you may suspect a case 
of osteo-arthritis from the first toudi of the hand. In some cases the 
feet are bedewed, and in others, at times, abundant sweat may trickle 
down the back. Remember that these vaso-motor disturbances may 
recur at intervals for months and years, and are not manifested at times 
of feverishncss or debility, as in rheumatism. I have no doubt that, 
like the cardiac disturbances, they have their origin in a disorder of 
the nervous system. 

The third and last association to which I shall call your attention 
is that with peculiar pigmentations of the sJdn. In some cases there are 
brown stainings resembling those sometimes observed in pregnancy. 
These patches of pigmentation may be observed over the forehead, the 
temples, and the backs of the hands. The most peculiar of the mani- 
festations, however, are those which I have asked you to term ** S{iender's 
spots." The stainings remind us of those in certain cases of pregnancy, 
in Addison's disease of the suprarenal bodies, in Graves's disease (ex- 
ophthalmic goitre). The spots are peculiar, though I would not hazard 
the assertion that they are never met with except in cases of osteo- 
arthritis. Dr. J. Kent Spender (of Bath) said that the disseminated 
form of pigmentation called freckles was to be observed in a large pro- 
portion (about two-thirds) of all cases of the disease. It cannot be 
contended that it is peculiar thereto, for we meet with it in many other 
conditions, but the form which Dr. Spender has termed " spotty pig- 
ment" seems to me to have a close association with the non-rheumatic 
arthritis. I have previously described these spots in relating Cose II. 
Dr. Spender says of them that they are mathematically round, well 
defined, not shading off into the neighboring skin, not raised, of 
blackish-yellow color, observed chiefly on the forearms, the back of 
the thumb, the neck, the cheeks, the forehead, and the back of the ears. 
It is for the future to tell us whether these will or will not serve us as 
useful aids to our diagnosis of non-rheumatic arthritis. 
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rurgical and Philadelphia Hospitals. 



Gentlemen, — Case I. — ^The first case which I shall bring before 
you to-day gives the following history. B^ E., aged twenty-eight, a 
native of Finland, by occupation a sailor ; was admitted to the male 
wards of the Medico-Chirurgical Hospital on September 15, suffering 
from short paroxysms of fever followed by profuse sweating. His 
family history was found to be negative ; and his own previous history 
up to two months ago, as well. At that time he was lying in port in 
the West Indies, where he suddenly developed paroxysms of the in- 
termittent form of malaria, together with some of his mates. These 
paroxysms recurred daily at the outset. The chills were quite severe, 
and lasted one hour, the other stages being equally intense, — ^the 
whole attack lasting not more than twelve hours. At the end of 
four days the attacks recurred at intervals of two days, giving rise to 
the tertian form of intermittent fever. These attacks were attended 
with severe pains, particularly at the back of the neck and over the 
upper dorsal vertebra. These are regarded by some authorities as 
highly characteristic of malarial poisoning ; and they have been quite 
frequently present in the cases observed by myself. He was treated, 
according to his own statement, with largedosesof sulphate of quinine, 
with moderately beneficial results. 

For about three weeks prior to the date of admission his symptoms 
were ill defined, the chills occurring only rarely. About six days be- 
fore lieing admitted, he began to develop slight rigors, followed by the 
other stages of an ordinary intermittent. These attacks recurred for 
three days regularly until the day before admission, when he escajied 
68 
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the paroxysm. You will recall the fact, already mentioned, that he 
was suffering from fever on entering the hospital, his temperature 
registering 102® F. He has been in the hospital about one week, 
during which time he has had two slight rigors, followed by fever, — 
the temperature rising to 103° F., — followed by profuse sweating, the 
])aroxy8ms recurring at intervals of four days. It will be seen that 
since the complaint b^n, two months ago, he has had attacks at inter- 
vals of one day, two days, and, at present, four days. In other words, 
he has suffered from the quotidian, the tertian, and finally the quartan 
type of intermittent. The quartan is rare. 

His case also presents other features of decided interest. One thing 
in particular should be mentioned : on making a physical examinatioq 
of the spleen, an organ that should be invariably examined carefully in 
this affection, since it is always enlarged, I found that it was increased 
in size in the upward as well as in the downward direction. Enlarge- 
ment of the spleen can be demonstrated by palpation and percussion. 
Palpation is ordinarily the more satisfactory method, from the fact that 
the spleen is usually enlarged only in the downward direction. Iq 
the case before us, we find no diflSculty in feeling the lower and anterior 
edges of the spleen, extending two inches below the inferior costal bor- 
der. It is quite firm to the touch and slightly tender under deep press- 
ure. When we wish to outline the spleen by peh^ussion, we begin 
high up in the axillary space, while the patient is in the sitting or 
standing posture, preferably, and proceed downward, until we reach the 
so-called splenic dulness ; and this, you observe, begins in this instance 
at the seventh rib, instead of at the ninth as normally. It may be 
questioned, at first sight, whether this apparent flatness on percussion 
is really due to splenic enlargement, and not to pleurisy with effusion\ 
There are several physical signs which distinguish enlargement in the 
upper direction from moderate pleural effusion. In the first place, 
when the spleen is higher than normal it will also be found to extend 
lower than normal. Again, whilst splenic dulness begins in this in- 
stance at the seventh rib during normal respiration, when I ask the 
patient to take a deep inspiration, as I will now do, you observe that 
tliere is clear percussion-resonance down to the lower edge of the eighth 
rib, — thus showing that during forced respiratory movements the spleen 
can be considerably displaced in adownward direction. If this abnormal 
flatness had been due to a pleuritic effusion, I should not have obtained 
the same result, the upper line of flatness remaining unchanged, in 
the latter affection, during forced inspiration ; on the other hand, in 
pleurisy, this line changes with a change in the position of the patient 
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Finally, we may employ the exploring needle, which determines the pres- 
enoe or absence of an effusion, as a rule. It is only rarely that cases of 
upward enlargement of the spleen arc met with ; though according to 
my own experience we encounter it more frequently among patients . 
suffering from malaria than when the spleen is increased in size from 
any other cause. 

This patient, as you will observe, has marked yellowish-brown dis- 
coloration of the skin. You will also observe that the conjunctivae 
are normal in appearance : hence we conclude that the abnormal color 
presented by the skin is not due to jaundice. It is caused by an ab- 
normal deposition of pigment. The source of the pigment is the trans- 
formation of the haemoglobin, as the direct effect of the action of the 
Plasmodium malarise. You will also notice herpes on the lips in this 
case. This, as well as the discoloration of the skin, already mentioned, 
is highly characteristic of the disease. So fer as we can observe, there 
is no disturbance of any other organ or function of the body, except 
perhaps the blood. There are present slight evidences of anaemia, less 
marked, however, than in a case which I shall show you presently. 

Now, the diagnosis of ordinary forms of intermittent fever, such as 
are presented by the case before us, is, as a rule, not difficult, — espe^ 
cially when there is a clear history of exposure to a malarious district 
It should be mentioned in this connection that some of the most 
marked cases that are met with in hospital practice come from the 
West Indies. This patient comes from the West Indies. In addition 
to the history in this instance, we have the temperature-curve, which is 
distinctly intermittent in ty[)e, the splenic enlargement, the yellowish- 
brown discoloration of the skin, and the herj)es labial is ; and these con- 
stitute all the characteristic evidences of a malarial intermittent. When, 
however, cases occur in a non-malarious district, the diagnosis should 
not be hastily made. It is not sufficient that there should be merely 
an intermittent form of fever, even with splenic enlargement, since 
instances of tuberculosis, septico- pyaemia, ulcerative endocarditis, and 
other affections present, frequently, an intermittent type of temperature- 
curve. 

Happily, we are now enabled, through the discovery of Laveran, 
to discriminate between the latter affections and intermittent malarial 
fever, the blood of the latter always containing the pathogenic virus, 
or Plasmodium malarise. 

The resident physician, Dr. Watson, has carefully examined the 
blood of this case microscopically, and found crescentic bodies lying 
within the red blood-corpuscles, as well as moving hyaline masses of 
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Plasmodium. The crescents were slightly pigmented. Some of the 
red blood-corpuscles were observed to be in various stages of disinte- 
gration. This latter condition is ascribed to the direct action of the 
specific micro-organism. 

The prognosis, in this instance, is favorable. At the b^inning of 
an intermittent attack, particularly if occurring in a true malarial dis- 
trict, you should always be somewhat guarded, since there is always a 
remote danger that suddenly a pernicious paroxysm, which may endanger 
life, may develop. These paroxysms occur, usually, after one or two or 
more ordinary paroxysms, and hence soon after the onset of the attack. 
But when, as in this instance, more than two months have elapsed since 
the first invasion of the disease, the danger from this cause need not 
any longer be considered. 

Rarely do pernicious paroxysms occur after the patient has been 
removed from the true malarious district. 

There is nothing new in the treatment employed in this patient's 
case. 

Immediately after the blood had been examined for the plasmodium, 
the usual specific, quinine, was administered, to the extent of sixteen 
grains daily. But, as already intimated, since instituting this treat- 
ment he has had two paroxysms, though mild, at intervals of four 
days; hence it would be well to increase the amount of quinine from 
sixteen to twenty- four grains daily. Should even this latter amount 
prove powerless to overcome his paroxysms, I shall prescribe the sul- 
phate of cinchonidine in doses of ten grains four times daily. In 
my own hands the latter remedy has been very useful in cases no 
longer typical, or in so-called irr^ular intermittents in which the par- 
oxysms follow no definite rule as to the time of their recurrence. Ar- 
senic may also be tried under these circumstances; but if tried it 
should be vigorously pushed. 

Case II. — ^The next patient that I bring to your attention has a 
history as follows. A. T., aged twenty-one ; a sailor by occupation ; 
was admitted on the same day as Case I. ; was employed on the same 
8hip,^and bemme infected with the disease about the same time. His 
case has clinical features of great interest. 

It should be stated that there are two other patients in the medical 
wards at the present time who were admitted with Cases I. and II., 
suffering from the same affection, though presenting nothing of unusual 
interest. 

It might at first sight appear as though the disease under consider- 
ation were communicable from the sick to the healthy ; but such, gen- 



Digitized by 



Google 



72 INTERNATIONAL CLINICS. 

tlemeu, is not the case, unless by direct inoculation with the blood of 
an infected person. The fact that no fewer than four persons, closely 
associated in their daily lives, became infected with this complaint in 
close succession, is explained by the circumstance that they were all 
exposed to an atmosphere containing the specific virus of this disease. 
It is ever to be recollected that in true malarial districts every inhabi- 
tant is liable to the disease. 

The young man before us also had at the outset a quotidian form 
of intermittent, and this merged into tertian, and finally, since admis- 
sion, into a type of tem|)erature-curve that is rare indeed, and one that I 
have never hitherto had the opportunity of seeing. We not infrequently 
meet with cases of so-called double tertiau intermittent, in which at 
intervals of two days we have a well-marked paroxysm, while on the 
intervening days there occurs a mild paroxysm. ' To-day I show you 
a temperature chart which shows the quartan form of intermittent, 
with well-marked paroxysms, and a mild though distinct paroxysm 
half-way between the severe!* ones, — thus giving us what I think should 
be r^aixled as a true double quartan. On the days that he has had 
the mild paroxysms the cold stage was wanting, the temperature 
i*eaching 101° F., followed by rather profuse sweating. The severe 
paroxysms were marked by three well-developed stages. 

We find his spleen considerably enlarged, though in the downward 
direction only. I have noticed one thing in this case of which men- 
tion should be made, — viz., that the spleen can be easily detected by 
palpation in the sitting or standing posture or when lying in the 
dorsal decubitus, whereas if placed on his right side it is next to im- 
possible to find it, the organ falling away from the abdominal parietes. 
I have not infrequently seen clinicians place their patients on their 
right sides with a view to assisting in the detection of the spleen by 
palpation, thus defeating the very object they sought to obtain. 

During the marked quartan paroxysms this man has suffered from 
intestinal symptoms. With the onset of the chill, he complained of 
slight griping pains in the abdomen, attended with diarrhoea, the 
stools containing considerable bile. These symptoms persisted during 
the following day, though less marked, to recur again with the next 
severe paroxysm. 

There is a form of pernicious intermittent, the " algid," in which 
the gastro-intestinal symptoms are most prominent, and are followed by 
a profound collapse of the system ; but in these cases the temperature 
rarely rises above the normal, the extremities are quite cold to the 
feel, and the patient is often unaware of any chilly sensations. The 
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intestinal symptoms complained of in the ease before us were not as 
well marked as they are in cases of the algid form of the complaint, 
and are sometimes associated with the paroxysm of mild forms of in- 
termittent. Such clinical features are not to be interpreted as belonging 
to the algid variety of malaria. In this case, it will be recollected, the 
temperature mounted quite high, and tiiere is no evidence of approaching 
collapse. 

The skin has a slightly yellowish aspect, though not so well marked 
as in the former case, whilst it is also distinctly pale, with pallor of 
the conjunctivae, the lips, and the tongue. 

A careful blood-count has shown that the red blood-corpuscles num- 
ber two millions to the cubic millimetre. In cases of marked malarial 
cachexia the blood-count has been found to be as low as one million ; 
but I have never met with a case in which it was as low as in this 
instance where the patient had so recently contracted the disease. 

The man is, however, thin in flesh, and states that he was quite 
feeble before becoming infected with malaria. It is not improbable, 
therefore, that he was suflering from anaemia prior to the onset of the 
malaria. 

Tlie microscopic examination of his blood revealed wide-spread 
destruction of the red blood-corpuscles, — a fact that readily accounts 
for the pronounced anaemia present. Further than this, we observed 
crescendc-shaped bodies, pigmented amoeboid bodies, in a state of 
motion. 

After an examination of his blood he was put on the same treat- 
ment as Case I., with equally unsatisfactory results up to the present, 
I shall now order increased doses of quinine, and, this failing, shall 
prescribe the sulphate of cinchonidine. Owing to the marked anaemia 
present, we will also administer the following: 

K Tinct. ferri chlor., n\,x ; 
Liq. arscnici chlor., n\^ii ; 
Syr. zingib. q. s. ad 31. — M. 
Sig. — At one doee after meals. 

Case III. — This lad, aged fourteen years, has been residing, since 
two years of age, in a malarious district situated in the northeastern 
portion of Philadelphia. From the age of two until about ten he 
lived in the vicinity of Gunner's Run, a little creek, along the course 
of which cases of malaria are numerous, though rarely taking a jKjr- 
nieioiis form. At the age of five he began with chills and fever, ac 
first of the tertian variety. For this he was treated, but never fully 
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recovered, most probably for the reason that he continued to reside in 
the same locality. From time to time he subsequently had attacks of 
malarial intermittent, according to the statement of the mother. 

When first seen by myself, about two years since, he had removed 
to another portion of the city, which is also somewhat infected with 
malaria. He presented at that time about the same appearance as he 
does now. You will notice that his skin has a jaundiced hue ; the 
conjunctivfle show a still greater degree of yellowness ; the abdomen 
looks prominent, so also do the superficial veins. 

On making palpation, we find the spleen excessively enlarged, ex- 
tending three inches below the level of the umbilicus and reaching to 
the median line of the abdomen. The notch on its anterior surface can 
be distinctly felt. It is hard, and not at all tender under pressure. 
Though very much enlarged in the downward direction, it is only 
slightly so in the upward, — splenic dulness beginning on the eighth rib. 

The liver is also greatly enlarged, reaching down as far as the level 
of the umbilicus. Though greatly enlarged, the liver and spleen do 
not occasion any apparent inconvenience. 

I have never observed a larger spleen than is presented by this case, 
considering the age of the patient. It is stated on the highest authority 
that the ague-cake of chronic malarial cachexia is not exceeded in di- 
mensions in any other aflFection, save perhaps leukaemia. The lad has 
shortness of breath on the slightest exertion. This is more or less char- 
acteristic of the trouble. 

The diagnosis of chronic malarial cachexia is in this instance not 
difficult, on account of the facts that the boy has resided so long in a 
malarious district and that he suffered from intermittent attacks re- 
peatedly. The presence of the well-marked jaundice, which has lasted 
now about two years and a half, though not diagnostic of this condi- 
tion, is sometimes observed, more particularly in the severe forms of the 
affection. It is to be ascribed, doubtless, to an associated catarrhal con- 
dition of the bile-ducts ; and as an evidence of catarrh of these pas- 
sages in this case we have the presence here of gastro-intestinal sym|>- 
toms from time to time, and indeed he is rarely without slight diarrhoea. 
His stools showed an absence of bile, giving them a rather pale hue. 
In the region of the stomach and the intestines, so far as they can be 
palpated, there is slight tenderness. 

Inherited syphilis as a cause of the condition should be thought of 
in connection with the question of diagnosis in this case. There is, 
however, absolutely no history obtainable of this disease in the family, 
after the most careful inquiry. Again, it is not likely that the liver 



Digitized by 



Google 



CASES ILLUSTRATING VARIOUS FORMS OP MALARIA. 75 

would have remained during all these years as large as it now is if 
enlarged on account of syphilis, but would have undergone secondary 
contraction. Then, too, the patient was a perfectly heialthy child before 
the onset of the malarial symptoms. 

The prognosis in cases of chronic malarial cachexia may be put 
down as guardedly favorable, provided that the patient is removed per- 
manently from the malarial locality. This latter I deem of the ut- 
most importance, and have endeavored to induce the parents of this 
child to make a change of residence to a place in which this class of 
affections is unknown. The course of the trouble, however, is exceed- 
ingly chronic, as is exemplified in the instance before us, and hence no 
time can be specified during which a cure may be expected. 

I should mention that whilst there has been no diminution in the 
size of the liver or the spleen in this instance, he is less jaundiced than 
he was one year ago : his general condition is also greatly improved, as 
the result of energetic treatment. 

The treatment, in the main, has been anti-malarial. Instead of the 
administration of quinine, however, I employed at first the sulphate of 
cinchonidine, together with arsenic and chinoidin. The latter, although 
a crude preparation, has been of the greatest service in combating 
chronic malarial toxaemia in my own hands. It has been administered 
in doses of four grains every four hours. In adults it may be given 
in doses of eight grains at similar intervals. At the same time, treat- 
ment has been directed to the catarrhal state of the intestinal tract^ 
with a view to overcoming the diarrhoea and jaundice. For this pur- 
pose the phosphate of sodium has been employed in small doses, alter- 
nating with the nitrate of silver, in combination with minute doses of 
hyoscyamus and the extract of opium. At present he is taking, in 
connection with the sulphate of chinoidin, though in a separate prescrip- 
tion, argent nit. gr. one-eighth, with hyoscyamus gr. one-sixth, in pill 
form. 
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LECTURE No. 1. 

Gentlemen, — I desire to-day to begin the consideration of that 
class of diseases commonly called Bright's disease. First of all it is 
necessary that we should understand some of the fundamental prin- 
ciples of physiology. If we interpret correctly the physiological 
mechanism of the human organism, and, by its aid, study the man- 
ner in which these lesions called Bright's disease are produced, we 
are in a much better position to treat them successfully. As a result 
of such a study, we shall find that having Bright's disease is not, as 
it used to be considered, equivalent to signing one's death-warrant, but, 
on the contrary, it will be found that we can cure a large proportion 
of renal diseases. We must not, however, look upon these diseases 
as local, specific conditions belonging to fihe kidney alone, for all the 
lesions occurring in the kidney are secondary to physiological disturb- 
ances which have gone before, and consequently our treatment should 
be directed not so much to the kidney as to these prior conditions. 

The all-important point in the physiology of the human mechanism 
is a thorough understanding of the composition of food and its exact 
relation to nutrition. The diet is divisible, as you see by Table L, into 
three groups of food elements : (1) inorganic principles, such as water 
and mineral salts, (2) proteid or albuminous elements, and (3) the fats, 
starches, and sugars. From an exhaustive study of this subject, I have 
come to believe that the inorganic substances all enter the body in 
their own form, and pass out of the system absolutely unchanged. 
The decompositions which appear to have occurred are upon the out- 
side of the body, as in the alimentary and urinary trac^ts, and not 

within the deeper tissues. We have, then, to deal next with the 
76 
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TABLE I. 

COMPARATIYS TABLE OF FOOD-STUFFS. 



Kind Of Food. 


Water, 
H,0.' 


Protelds, 

or 
CHN08. 


SUirch. 

Sugar and 

Cellaloiie, 

or CHO. 


Fat. or 
CHO. 


Mineral 
Salts. 


Human Milk 

Cow's Milk 

Skimmed Milk 

Buttermilk 

Cream 


88 28 
86.28 
88.00 
88.00 
66 00 
41.84 
69.06 
66.66 
64.22 
74.44 
76 67 
11.70 
86.00 
74.60 
12.61 

11 76 
14.98 

12 46 
18.97 
18 80 
12.06 
14 80 
18 14 
16.14 
88.00 
18.00 

0.76 
90.99 
87.69 
86.81 
96.78 


8.41 

8.78 

400 

4.10 

2.70 

29 28 

16.68 

17 61 

16.99 

19.77 

16 98 

0.60 

7.60 

2.26 

24.81 

24.81 

28 00 

14 66 

14.27 

12.96 

12 16 

12.60 

12.86 

7.47 

2.60 

204 
8 98 
4.16 
8.28 


4.62 
4 98 
604 
6.40 
2.80 

6.50 

68.86 

21.92 

68.86 

68.08 

67.80 

67.62 

66.91 

67 18 

67 00 

62.66 

68.86 

76.69 

8.26 

82.00 

99 25 

8.88 

2.10 

8.06 


8.48 

4.50 

180 

0.70 

26.70 

28.84 

18.96 

18.16 

28.22 

2.56 

6.20 

87.00 

1.16 

016 

1.86 

2.54 

186 

1.98 

2 26 

2.76 

6.56 

8.80 

8.60 

0.80 

1.76 

1.91 
4 91 
1.01 
0.25 


0.21 
060 
0.80 
0.80 
1 80 
6.09 
1.41 
8.77 
167 
8.23 
1.26 
0.80 
1.60 
1.18 
2.47 
8 87 
2.41 
8.88 
2.60 
8.10 
2.26 
1.25 
2.80 
0.90 
4.60 

6.44 
0.78 
2.00 
0.67 


Cheese 


Eggs 

Average Meat 

Fat Meat 


Lean Meat 

Average of Fish 

Butter , . « . 


Bread 


Potatoes 


Lentils 


Beans 


Peas 


Wheat Flour 

Rye 


Barley 


Oatmeal 


Com ..,.., 


Millet 


Rice 


Green Vegetables 

Arrow-Root 

Alcohol (?) 

Kumyss (Brush's) 

Matzoon (Dadirrian's) . . . 
Kumys^n (Beverage) . . . 
Beef Tea 





stardies, the sugars, and the fats. They are rapidly oxidized over 
into carbon dioxide and water, yielding in the course of their trans- 
ma tation heat and energy, or, as tabulated, heat, energy, lubrication. 



TABLE II. 

BEStTLTS OF OXIDIZING **CHO" COMPOUNDS. 



Starches, 
sugars, 
and fats 



J 



,\ 



heat, energy, and 
yield to I rotundity, and 
the body i act as lubricat- 
y ing agents, 



and are 
excreted 
from the 
body as 



carbon 

dioxide 

and water. 



and rotundity. Briefly stated, the starches, sugars, and fats have 
nothing whatever to do in the constructive work of the system, but are 
simply rapidly oxidized into the final products above enumerated, and 
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yield to the system heat, and secondarily, through heat, energy. 
Heat and energy, of course, are just as essential in one sense for the 
maintenance and growth of the individual as are the proteid elements, 
but they do not, and cannot, under any circumstances, enter into the 
construction of the body, for both inorganic and organic chemistry 
teach us that it is not within the function of animal life to take a CH 
or a CHO compound and join an element of nitr(^en to it and produce 
thereby a proteid body ; in other words, there is no chemical meta- 
morphosis going on within the animal organism by which a proteid 
body can be formed, and all proteids and albuminous substances 
which we get into the system come to us by first being developed 
through the anabolic constructive action possessed by the vegetable 
kingdom. Nature has so constructed the lower animals, particularly 
the ox and other herbivora, that the digestive systems of these animals 
can denitrogenize and convert a vegetable proteid of higher nitrogenous 
composition into an animal albumin or proteid having a smaller 
number of nitrogen atoms to the molecule. The proteid elements, 
then, obtained from the vegetable kingdom are very much higher in 
their molecular construction, and consequently require much more 
digestive energy to denitrogenize them and render them available. 
Finally, every bit of tendon, muscle, or cellular element in the 
human mechanism is developed out of a proteid originally introduced 
as a proteid substance. We take it in albumin, usually in the form of 
casein, egg albumin, or in the sarcous elements of muscle, or occasionally 
as a little serum albumin, or as a vegetable proteid. When this proteid 
body enters the stomach, it is first acted upon by the hydrochloric acid 
and transmuted into an acid albumin, then into a series of albumoses, and 
finally into a diffusible peptone, in which particular form it is capable 
of passing through the animal membranes and gaining access to the 
general circulation. When it reaches the blood-stream, however, it 
ap|)ears in another form, having been transformed in its passage 
through the intestinal wall into serum albumin, serum globulin, and 
fibrinogen. When these substances pass to the liver, under ordinary 
circumstances, they are again altered and converted into still other 
bodies, so that they can form muscle-tissue, white fibrous tissue, yellow 
elastic tissue, cartilaginous tissue, and the various cell-elements of the 
body as indicated in Table III. Having served their purpose in this 
way, they pass on to the kidney, and by the action of the renal epithe- 
lium and the oxygen of the blood they are decomposed, and the next 
we hear of them is in the urine in the form of urea, uric acid, and 
creatinin. Under normal conditions, where the requisite amounts of 
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TABLE III. 



RESULTS OF OXIDIZING "CHNOS" COMPOUNDS. 



The proteids 



are developed 
into all 
forms of 

bodily tissue, 



yielding 



heat, energy, 
muscular 

and 
glandular 
activity, 



and are 

excreted 

from the 

body as 



urea, uric acid, 
creatinin, car- 
bon dioxide, 
water, and sul- 
phuric acid 



mineral compouuds^ proteid matters^ and of the starches, sugars, and 
fats, and water, are introduced, and the nutrition of the body is per- 
fectly maintained, the final results are as follows : the urine will contain 
about thirty grammes of urea, seven of uric acid, fifteen of creatinin, 
with the various mineral salts as recorded in Table lY., which have 

TABLE IV. 

COMPOSITION FOR STANDARD URINI. 

Water H,0 1486 05 grammes 

Urea, CH^N.O . 86 00 «• 

Uric Acid, CjH,N,0, 2.00 

Creatinin, C4H,N,0 1.00 " 

Calcium Phosphate, Ca,(POJ, 40 " 

Calcium Carhonate, CaCO, 06 •* 

Magnesium Phosphate, Mg,(POJ, 1.00 « 

Sodium Chloride, NaCl 16.00 " 

Potassium Chloride, KCl 60 •* 

Sodium Phosphate, Na,(POJ, NajH.PO^, and") 

NaHjPO, V 4.60 

Potassium Phosphate, K/POJ ) 

Sodium Carhonate, Na,CO, ) . . . .60 «* 

Potassium Carhonate. K,CO, ) 

Sodium Sulphate, Na^04 ) .... 4 00 ** 

Potassium Sulphate. K^O^ j 

Pigments, etc., variously estimated fW)m trace up. 

ToUl solids, 78.16 grammes 

Total 1660 00 grammes. 

previously been introduced with the food-stuffs, as shown in Table 
II. This constitutes briefly what may be considered the normal 
physiological phenomena of the body. The amount of work thrown 
upon the kidneys under these conditions is fully maintained by the 
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transmutation of these proteids which are introduced in the food-stuffs, 
and it is able to throw out these excrementitious substances enumerated 
without any appreciable wear and tear upon the system. 

Now let me refer to one or two points in connection with the excre- 
tory function of the kidneys. Without entering into extended details, 
briefly stated the saline matters and the water are simply thrown 
out by a law of diffusion through the Malpighiau tufts from the 
blood-vessels into the lumen of the uriniferous tubules. In most of 
the works on physiology we are still taught that glucose, albumin, 
and proteid matters of that kind are also diffused through the blood- 
vessels, but I take exception to that, and argue, with pretty strong 
proof to sustain the claim, that the albumin found in the urine in 
Bright's disease is in a large proportion of the cases a by-product of 
incomplete oxidation thrown out by the epithelial cells, and that it is 
not filtered through the capillary blood-vessels. With reference to 
the glucose, the argument is so strong that there is little room for 
doubt. Glucose has never been found as such in the blood, notwith- 
standing that it is commonly so stated in the works on physiology. 
Close scrutiny shows that this statement is founded on the fact that 
some observers have drawn the blood from the body, subjected it to a 
series of chemical transformations, such as boiling with sodium sul- 
phate or alcohol, and finally obtained a glucose reaction with Fehling's 
test, and on this account have claimed that the glucose pre-existed in 
the blood. There is no doubt regarding the proteid as an antecedent of 
glucose in the blood, but the glucose is formed as such by the renal 
epithelium from the incomplete oxidation of the proteid molecule. 
So far as I am able to find, there is no direct and positive evidence 
that glucose has ever been found in the blood by applying the fer- 
mentation test direct to that blood. We do know, however, that the 
urine contains at times enormous quantities of glucose, and I recall 
one case where a man was passing from eleven to twelve thousand 
grains of glucose per diem. When we drew some of the blood of 
this patient and subjected it to the only thoroughly reliable test for 
glucose — the fermentation test — we could get no evidence that sugar 
existed in the blood drawn. We may say, therefore, that glucose is 
produced by the renal cells, and that it is not formed from the starches 
and sugars, as formerly taught, but that it is a by-product, the result 
of incomplete proteid oxidation, as illustrated in Table V. If a person 
takes an excessive quantity of starches, sugars, and proteids, instead of 
forming and eliminating the normal amounts of urea, uric acid, and 
creatinin, we find that there is a diminished quantity of urea, an 
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excess of uric acid, and a large quantity of glucose ; in other words, 
the glucose comes out of the proteids, aud not out of the starches and 
sugars. 

The albumin in the urine of Bright's disease is not the result of 
the transudation of non-diflFusible proteid substances thi-ough the 
blood-vessels, but is the result of incomplete oxidation of the proteid 
molecule, and is given off by the renal epithelium as a by-product, or 
derived albumin, instead of the ordinary and complete products, urea, 
uric acid, and creatinin, which normally represents body-oxidation. 

We can, with these fundamental facts in mind, look more intelli- 
gently into the true nature of ninal lesions. We find that they are 
simply the result of incomplete oxidation in the body and increased 
work thrown upon the kidney while its nutrition is imperfectly sus- 
tained. For instance, the first variety (Table VI., No. 1), which I 
have chosen to call acute parenchymatous metamorphosis of the 
kidney on account of its method of development, but which is some- 
times called acute degeneration of the kidney, acute parenchymatous 
nephritis, etc., is not an inflammatory or primary lesion in any sense, 
but a secondary lesion, due to the ingestion of an excess of vege- 
table compounds containing an excessive amount of effete material. 
The most common type of this lesion is to be found in those cases 
which are the result of the introduction of mineral substances. We 
have said that these mineral compounds are not decomposed in the 
system. For instance, arsenic, phosphorus, mercury, zinc, copper, or 
antimony, when introduced into the system in abnormally large quan- 
tities, interfere at once with the normal transmutations going on in the 
liver and tissues throughout the body, and instead of getting urea, 
uric acid, and creatinin as the excrementitious products, we have an 
excessive amount of effete material to be eliminated as the result of a 
disturbed proteid metabolism, and the nutrition of the kidney rapidly 
becomes impaii^jd. This is the type of kidney which you see in con- 
nection with scarlet fever, diphtheria, typhus and typhoid fever, 
pyaemia, septicaemia, and pneumonia, — in fact, with every infectious dis- 
ease whose poison is a ptomaine, a germ, or some other toxic principle. 
These substances are taken up to the liver from the intestine or other 
seat of inoculation by the general circulation, and, as a result, the 
nutrition of the liver, and, secondarily, of the body in general, 
becomes positively impaired, and many by-products and toxic elements 
are produced and eliminated, causing more work to be thrown upon 
the kidneys, with the final development of these acute parenchymatous 
lesions of the renal organs. This lesion, then, is simply the result of 
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nature's eflTort to throw out of the system the original poison with the 
incomplete products of oxidation, while nutrition is impaired. These 
conditions continuing, the epithelial cells of the kidney become soft 
.and granular, and the organ is very much swollen. The kidneys be- 
fore you show this form of lesion very distinctly ; they were taken 
from a child four years old, who first had diphtheria and then scarlet 
ferer. The epithelial cells of the kidneys have become swollen, 
granular, and soft. These kidneys are about one- third larger than 
normal, much paler, and more pulpy. 

This variety of lesion usually occurs with acute infectious diseases, or 
with the introduction of the mineral poisons, and rarely without some 
one of these causes. The symptoms, when associated with the infec- 
tious diseases, are usually not directly referable to the kidney, but as 
the kidney becomes involved the symptoms of the primary disease 
become more aggravated. With the mineral poisons the renal symp- 
toms are more pronounced, however. With the infectious diseases 
we find at this stage that the urine is more scanty, high-colored, has 
a specific gravity of from 1017 to 1030, and at first contains only a 
little albumin. The quantity of albumin gradually increases as the 
degeneration and the disease advance. Microscopical examination of 
the urine will show first epithelial oasts, then hyaline casts, then fine 
granular and finally coarse granular casts, all of which are generally 
small in size. As you are probably fully aware, casts are simply the 
excretion by the renal epithelium of this derived albumin from in- 
complete oxidation in the body, which is poured out into the lumen 
of the uriniferous tubules, forming a solidified cylinder of gelatinous 
material. If this hyaline cylinder becomes covered over with epithe- 
lial cells, it gives us what is termed an epithelial cast. If the process 
has been slower, this gelatin-like plug will be covered with fine granular 
material composed of degenerated epithelial cells, giving the fine gran- 
ular cast ; and if the process be still more slow, we find the coarse 
granular cast. If the epithelium be still more degenerated there will 
be, in addition, a deiK>sit of fatty particles on the granular casts, form- 
ing what is known as a fatty cast. These casts, therefore, show you 
the exact stage of degeneration going on in the epithelial cells in the 
kidneys. 

Now, in my opinion, the secret of successful treatment of these 
infectious diseases is to be found largely in attention to the kidneys, — 
not directly, but preventively ; and if you carry out your treatment 
from the very beginning with this fact in mind, I believe much more 
than the usual number of cases will recover. You must prescribe a 
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diet composed of the animal proteid only ; in other words^ a milk diet. 
This form of diet gives us the largest amount of nutrition, sufficient 
heat and energy, with the least amount of excrementitious material, 
and tliere is also a large quantity of water carried through the system, 
which acts therapeutically as a diuretic, and favorably influences the 
kidneys. I also believe that in these cases small and occasionally re- 
peated doses of calomel have much to do with relieving the kidneys 
of their work. I believe that calomel is taken up by the entero- 
hepatic circulation, and, being a foreign body, or poison to the system, 
the hepatic cells eliminate the mercurial into the bile-ducts, where it is 
carried on through the bile-ducts into the intestines; associated with 
this action there is a hypersecretion of the bile acids, and by this com- 
bined action the much -deteriorated bile is eliminated from the system. 
By keeping the bowels a little relaxed in this manner in these acute 
iufectious diseases, you will find that digestion and the functions of the 
liver are better performed and that there is much more perfect general 
nutrition maintained, and that there will be less albumin and fewer 
casts in the urine ; the symptoms of the original disease are less active, 
and a larger number of cases recover. 

The temperature accompanying these diseases I believe to be simply 
the result of this loading up of the system with the specific poison and 
with the increased effete material, thus preventing the normal excretion 
of heat. The use of the n\oderu antipyretics, I think, is simply add- 
ing injury to injury. They are all capable of reducing the temperature, 
but they arc all active poisons, and are consequently ix)werful depress- 
ants to the cerebro-spinal centres, producing, as it were, a condition of 
shock, and while the system is in this condition the temperature is of 
necessity naturally low, just as it is in other conditions of shock. I 
think the weight of opinion at the present time is against the free use 
of these coal tar products. One authority has been frank enough to 
state that he believes he has killed patients with these remedies, and 
that by their administration the disease is prolonged and mortality 
increased rather than decreased. The introduction of these poisons 
into the hepatic organ immediately interferes with the natural function 
of that gland, the bile-producing activity being impeded or arrested, 
and, as bile is nature's great intestinal antiseptic, there is, under 
such circumstances, a tendency to increased' fermentation in the ali- 
mentary canal, thus causing the formation of a number of by-products, 
which are taken into the circulation. This is an important element in 
causing an elevation of temperature, and especially so in typhoid fever. 
Among the remedies which will materially decrease this tendency to 
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fermentation the salicylates, I think, are the most serviceable. Three 
to five grains of sodium salicylate given every two hours will keep 
down intestinal fermentation. The salicylates have also a tendency to 
dilate the arterial system and flush the sur&ce of the body and increase 
the heat-radiation, thereby reducing the temperature and diminishing 
the processes of oxidation, so that they act as very valuable and natural 
antipyretics. Another equally valuable remedy is ox-bile; if any-, 
thing, it exceeds salicylic acid in its antipyretic action. When the 
liver is capable of producing the normal amount of bile, no intestinal 
fermentation practically occurs, and the temperature remains at a nor- 
mal standard ; but when we disturb the action of the liver by the in- 
troduction of organic poisons, then the production of bile is disturbed, 
and we have deprived nature of the chief element in the regulation of 
the temperature. You should give two or three grains of purified 
inspissated bile, three or four times a day, to get the best action. For 
the last four or five years, my assistants and some of my friends have, 
with me, adopted this line of treatment in connection with typhoid fever, 
and we have had some very admirable results. About fifly or sixty cases 
of typhoid fever altogether have been treated in this manner without 
a single fatal result. I do not mean to say that inspissated bile is 
going to save every case of typhoid fever, but I do believe the death- 
rate of typhoid fever, and especially among the poorer classes, can be 
materially reduced by the administration of this substance. The cold- 
bath treatment has its strong advocates, and may yield equally good 
results, but in private practice, and among the poorer classes, this 
treatment cannot be effectively used, and when not carried out in every 
detail it is apt to be a dangerous procedure. My associate instnictor, 
Dr. Zeh, has treated some of the very worst cases of typhoid fever, 
with very high temperatures and with very severe hemorrhages from the 
bowels, with nothing else but inspissated bile and a little nitromuriatic 
acid, with a well-r^ulated diet and alcoholics when required, and not 
a single case has died. If we rcmeml)er that these renal lesions are 
secondary conditions, the result of increased work while the nutrition 
of the system is defective, and we direct our treatment towards re- 
lieving this condition of the kidney by regulating the diet, digestion, 
and antecedent disturbances, I am sure, from my experience, that 
the death-rate in all these infectious diseases can be notably reduced. 

The detailed treatment of the parenchymatous group of renal 
lesions will be taken up together after we have gone over the clinical 
portion of all the various forms as tabulated in my classification in 
Table VI. 
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Gentlemen, — I will ask your attention to some new therapeutic 
applications of an agent of which I have already spoken when re- 
fering to the Shurly treatment of consumption. It is the double 
chloride of gold and sodium. Two years ago I was very much taxed 
to find some means of relief for a woman who had just pa-ssed the 
menopause, who had increased in flesh, who had lost in strength in all 
ways, — muscular, digestive, circulatory, and respiratory. Her men- 
tality was disturbed ; she was nervous and weak and could not stand 
any prolonged mental action. She had an occasional slight rise in 
temperature, and had always a coated tongue and constipated bowels. 
Her liver was somewhat enlarged, her urine showed traces of albumin, 
and there was marked arcus senilis. She was ansemic, and changes 
90uld be demonstrated in the walls of her arteries. In the waste pro- 
ducts which her urine contained was found the evidence that the blood 
was loaded with effete material. 

She had what is called lithcemia, — not the lithaemia of young people, 
but the toxsemia which comes on in middle life when age begins to tell. 
Those of you who are students and are lovers of beautiful writing will 
be interested in reading what Sir James Paget says of fatty degenera* 
tion. Men grow old by either fibroid or fatty degeneration : they 
shrivel and wither up or they grow fat and flabby. In either case 
there is weakness and diminution in functional power : in the one case 
there is the thin and shrivelled old man, and in the other the fat and 
puffy old man who has shortness of breath, poor digestion, large liver, 
and presents the evidences of fatty degeneration in general. This 
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woman exhibited these evidences, and many another woman will show 
the same evidences in fatty change at that time in her life. Little has 
been found useful for the relief of such cases. Hygienic measures, 
massage, change of air, care in diet, and attention to the emunctories 
will produce some benefit, but no medicine directly given for the con- 
dition has proved of special service. It occurred to me that this 
woman was growing old before her time, degeneration coming on at 
fifty instead of sixty-five or seventy, and it seemed to me that some- 
thing might be done to prevent this change. Arsenic, potassium iodide, 
and other alteratives had been suggested, but in looking over the list 
the double salt of gold and sodium occurred to me. With the special 
idea of relieving nervous symptoms, I gave her a pill containing one- 
twelfth grain of this preparation three times daily. This was about 
two yeara ago. She made very steady improvement, and considered 
herself better than she had been for several years. I lost sight of this 
case, and I have no definite idea of the final result. A second case, 
which I treated in this way about a year ago, has improved. I have 
given this remedy now in probably twelve cases of a similar kind, 
and, whether it is a remarkable coincidence or whether it is a fact that 
here is a new application of this medicine, I have seen enough to war- 
rant me ill saying that for old, lithoemic patients quite uniform improve- 
ment in all ways apparently follows the use of this medicine continued 
for several weeks or months. It will tax you to obtain improvement 
by the treatment of patients in the usual way. I should like to invite 
your attention to this drug, which can do no harm, and which seems to 
do much good. 

Last spring this patient whom I show you to-day was under ordinary 
forms of treatment for certain changes in the joints which are usually 
called arthritis deformans. Last fall I put her upon the treatment 
which I had given for this so-called fatty degeneration, and, rather to 
my surprise, the arthritis deformans began to pass off. The acute state 
subsided veiy quickly and the deformity very rapidly diminished. 
Now, it is the habit of arthritis deformans to go in undulations ; it 
has periods of excitement and jieriods of subsidence ; and it is hardly 
safe to say that this woman was improved by the remedy. One might 
easily say that she had reached that sta^e when improvement is to be 
expected. I foresaw that difficulty, and I proceeded to try the remedy 
in other cases. I have now several cases of joint-trouble under treat- 
ment with the double chloride of gold and sodium, and I intend talk- 
ing to you to-day on the subject of arthritic troubles with special refer- 
ence to their treatment by this double salt. 
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This man you have seen in the wards and in clinics on numerous 
occasions. He has suffered for about two years from the deformities 
which you see here. The trouble b^an in his knees, and it now 
affects both the smaller and the larger joints. He can hardly walk, he 
can scarcely use his hands, and besides the changes going on in the 
joints there is atrophy taking place in the muscles, — a common occur- 
rence in connection with joint-disease. There is effusion in some of 
the joints, and there seems to be effusion along the sheaths of the 
tendons; at the wrist there is a large collection of fluid, resembling 
a weeping sinew. I had little hope of improving the man by the 
remedy, because I did not consider this a case of arthritis deformans 
in the ordinary sense of the word. However, I put him upon this 
double salt of gold and sodium, and the second day afterwards the 
man surprised me by reporting that he felt better, and in three or four 
days I could pee an improvement myself. The wrist has changed won- 
derfully ; the great mass of exudate has gone away ; there is no weeping 
sinew. Is it a coincidence or is it a fact that in this salt of gold and 
sodium we have a reme<ly which has been lying obscure for generations 
and which we are waking up to find of considerable importance? It is 
the remedy that Dr. Shurly is employing in his treatment of tubercu- 
losis. What is going to happen in this remarkable case I do not know. 
Later we may be disappointed in the action of the dmg. The patient 
is getting now one-tenth grain three times daily. He says he feels 
better and can eat better. The swelling in the knee, wrist, and ankle 
is growing less, he affirms. We will measure the joints, so as to verify 
their asserted diminution in size. Often I have seen patients improve 
in many respects just because one condition had been improved, and if 
you give hope to a man you give him the best kind of medicine for 
the time being. This man has been in the hospital for months, under 
ordinary routine treatment, and he is now under the same conditions 
with regard to hygiene, diet, etc., as he has been all along. For some 
time before I b^an the use of the double chloride of gold and sodium 
he had not been taking any medicine : so that we cannot attribute the 
improvement to the withdrawal of any drug. 

The man whom I showed you Saturday, suffering from some form 
of joint-trouble, I promised to bring before you again to tell you what 
he did have or did not have in the way of disease. He is still im- 
proving, he says, though he has a slight cold to-day and his knees feel 
a little stiff. The swelling in his right wrist, he thinks, has dimin- 
ished since Saturday. He has had this joint- trouble for about two 
years. It first appeared in the right knee, and then it extended to the 
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smaller joints. He has some trouble about his jaw. His hips are 
nearly ankyloscd. He has had no fever during the course of the dis- 
ease. He had considerable pain at its beginning. There seems to be 
no trouble with the toes. The metatarso- phalangeal articulation of the 
great toe is a favorite seat for the appearance of pain, redness^ heat, 
and swelling in a certain aflTection. This may come on quite suddenly, 
usually in the small hours of the night, and pass off after a rise of tem- 
perature and a sweat in the morning, the swelling going away some- 
what, the pain and fever altogether. This is accompanied by almost 
complete suppression of the excretion of uric acid and a lessening of 
the excretion of urea, which condition is followed by a vastly-increased 
excretion of urea and a large excretion of uric acid. This is attended 
by irritability, sleeplessness, disturbance of digestion, and the disease 
goes under the name of podagra, or gout 

Gout may appear also as a chronic disease. When it appears in 
this form it is apt to show its changes in those joints which the disease 
seeks out in its acute manifestations, and we are apt to find enlarge- 
ment in the toe joints, particularly in the metatarso-phalangeal joint 
of the great toe. The enlargements are due to the deposition around 
the sides of the joint and in the synovial surfaces of urate of sodium. 
This is a chalky deposit making what are known as tophi. These are 
sometimes so large and come so near the surface that the skin is pressed 
upon and atrophies and there appears through the skin a small chalky 
mass. Such a mass occurring upon the knuckle in a case on record is 
said to have been so prominent that the man could write his name with 
the knuckle. These tophi appear also in the car. This man has no 
history of acute or chronic gout, and this chronic joint-affection is not 
gout. 

Now, rheumatism is a disease which attacks the joints. In its acute 
manifestations it may attack any joint or other synovial structure of 
the body, and when there is chronic rheumatism the lesions are apt 
to be located in the places where the acute rheumatism has been. This 
man gives no history of acute rheumatism. You will ask, " Cannot 
rheumatism be chronic from the beginning?'' I have no doubt it may 
be, but when there is chronic rheumatism you will find an over-secre- 
tion of synovia. There is a certain amount of fluctuation in the joint; 
there is also an increase and thickening of the fibroid structure of the 
joints, and they very often remiain enlarged for a very long time, 
occasionally throughout life. With this are conjoined the ordinary 
symptoms of chronic rheumatism, — vague pains, relaxation of the 
skin, a tendency to sweat, acid and concentrated urine, indigestion, etc. 
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I think we maj safely say that this man has neither gout nor rheu- 
matism. 

There is a disease which Charcot described ten years ago, and 
called an arthropathy. The arthropathies occur usually, as the lesion 
occurred in this case, fir»t in the knee-joint; they may extend to other 
joints in the body. I have seen several cases where they appeared in 
the joints of tlie hand, where this man's trouble is also located. The 
arthropathy is attended by a synovitis, by great fluctuation, by an in- 
creased mobility of the joint, at first slight but very soon becoming 
extensive, so that dislocations may easily occur ; and the disease tends 
to continue in spite of all tliat is done to overcome it. It is a disease 
which is usually found to accompany — so Charcot has said — locomotor 
ataxia, or tabes dorsalis, and it is explained by Charcot and his school, 
although it was not first observed by Charcot, as being the result of 
some peculiar nervous affection affecting the afferent nerves. The 
shooting pains and loss of sensation in tabes dorsalis are the result 
of the extension of the disease to the afferent nerves in some way 
which he does not explain very thoroughly. Charcot thinks that the 
degeneration is carried from the posterior columns of the cord to the 
anterior horns and there affects the gray cells which have to do with 
the nutrition of the joints. The anterior horns of the cord must be 
diseased if the joints are afftK^ed by a local disturbance, and, since 
tabes dorsalis affects primarily the posterior columns of the cord and 
not the anterior horns, it must be, if Charcot's explanation of the 
pathology of arthropathies is the correct one, that the spinal d^enera- 
tion is extended to the anterior horns. 

Many pathologists, and especially the Grermans, believe that the 
joint-change is not because there is any trophic disturlwnce in the 
cord, but because the joint is anaesthetic and no longer responds by 
pain to fatigue or injury, and the man goes on using the joint, not 
knowing he has synovitis, and further change, further secretion of 
fluid, further relaxation of the fibrous structures of the joint, result. 

Then the mobility of the joint is increased, dislocations occur, and 
these changes in the joint are accounted for. without any reference to 
the anterior ganglion cells. 

The lesions in the early part of this affection are not dissimilar to 
those seen in deforming arthritis. In the present case, although tlie 
knee reflexes are absent, it is impossible to make out an instance of 
tabes. It is therefore safer for the present to consider it as an example 
of arthritis deformans ; and, to continue the study, I shall prescribe 
for this patient also the chloride of gold and sodium. 
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Gentlemen, — The case before you represents one of those rare 
examples of Basedow's or Graves's disease, better known by the name 
of exophthalmic goitre. Occasionally during the year we see in pri- 
vate and dispensary practice cases of this affection, and all of them, 
in my experience, have had the three characteristic symptoms,— exoph- 
thalmos, thyroid enlargement, and rapid heart-action. In the ten 
cases which I have seen, all were females, and the average age was 
forty years, the youngest being thirty-one, and the oldest forty five. 
The size of the goitre and the amount of exophthalmos seem to bear 
no relation to each other. All had symptoms to which Graefe first 
called attention, — a disturbance of the usual movements of the eyeball 
and upper eyelid. When the patient looks downward below the hori- 
zontal meridian, the lid no longer follows the eyeball in its movement, 
but halts in its course. This fault in the action of the lid is supposed 
to depend upon some defect in the innervation of the orbicularis, as it is 
not present in persons having prominent eyeballs from other causes. 
Occasionally the prominence is so great as to cause the eye to be exposed 
at all times, both when awake and when asleep, as in the case before 
us. An ophthalmoscopic examination in many cases shows enlarged 
and tortuous veins and hyperemia of the optic disk, with some tliick- 
ening of the retinal layers. The refi-action is usually hypermetropic, 
owing to the exophthalmos and flattening of the lens by pressure, and 
I have seen the hypermetropia vary with the d^^ree of prominence 
of the eyeballs. Irritation of the cervical sympathetic will produce 
symptoms analogous to this disease, and why may not the disturbance 
in the nervous system be located there, especially in the anterior cer- 
vical ganglia, with consequent paresis of the vaso-motor system, and 
92 
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dilatation of the vessels ? In various autopsies the above ganglia have 
been found diseased, showing hypertrophy of the connective-tissue 
elements and atrophy of the nervous elements. OtlierSy agaiD) have 
obtained negative results. Dr. Cheadle, in the St George's Hospital 
Keports, describes a ease showing capillary dilatation in the medulla 
oblongata and the upper part of the spinal cord, but without atrophy. 
Many writers believe in the complex nature of the morbid process. 
Pannas and Webber incline to the bulbar origin of the disease. The 
circulatory symptoms are due to disturbance of the functions of the 
vagus, as well as of the sympathetic. The thyroid enlargement and 
exophtlialmos, the latter being secondary to the orbital changes, are 
dependent upon the acceleration of the heart and the vascular dilata- 
tion. An arterial pulse is sometimes seen in the retina, and the intra- 
ocular appearances all point to an engorgement of the orbital tissue 
.with blood. There is a venous stasis of the orbital tissue, causing it 
to become turgid, as in an erectile structure. The eyeballs usually 
recede post mortem. True hypertrophy of the retro-bulbar tissue is, 
however, sometimes found. In one of my cases there was a great re- 
laxation of the bowels, the patient having as many as ten evacuations 
daily, and this diarrhoea was extremely difficult to control. The case 
before us is important from the fact that the patient lost an eye when, 
if she had been seen early enough, this disastrous result might have 
been obviated. 

Mrs. C. A. B., aged forty-five years, married, a tall woman, in fiiir 
general condition, states that when a child she had the right eye injured 
by an accident, and that vision in this eye was destroyed, and, further, 
that one year ago she first noticed the enlargement of the neck, and 
at the same time the prominence of the left eye. She was frequently 
oppressed for breath on exertion, and six months after this prominence 
of the left eye appeared her vision for near objects b^an to fail. 
About four weeks ago, before coming under our notice, the left eye 
became inflamed and painful. For the past year she has been unable 
to close the eyelids, and has been in the habit of sleeping with the 
eyes open. The appearance of the patient when first seen, a few days 
since, was as follows. The right eye showed phthisis of the bulb, with 
total corneal leucoma. Although the eyeball was atrophied, yet the 
exophthalmos was so marked that the lids were as ftill as in the 
usual healthy state. The eyelids on this side, when shut, fully covered 
the globe. The left eye was so markedly exophthalmic that the eye- 
lids were retracted to their full extent, and the eyeball literally dislo- 
cated through the commissure of the lids ; the ocular conjunctiva was 
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ecchymotic and exceedingly inflamed, and looked like "raw beef/^ 
The cornea was infiltrated and cloudy throughout its entire surface, so 
much so that the pupil could not be seen. At the upper border of the 
cornea was a serpiginous ulcer ; in other words, we had a keratitis 
from exposure of the eyeball to the air and from loss of nutrition. 
(The patient was then asked to retire.) As she could only distinguish 
light and was blind in the opposite eye, she presented a very sad pic- 
ture. At first glance the left eye appeared to be strangulated : further 
examination, however, showed that the lids did not press on the eye- 
ball, but that the prominence was due to tlie great swelling of the 
orbital tissues. The heart was irregular and frequent in its action, and 
the pulse avemged one hundred and ten beats per minute. The thy- 
roid enlargement was very marked, and its circumference was fully 
three inches more than it should have been. 

Of the forty collected cases of Graves's disease in fifteen families, 
heredity is concluded to be the predisposing cause in all the cases. 
Anything tending to excite or disturb the quietude of the nervous 
system may be a predisposing cause, and one observer has found that 
residence in an elevated r^ion is one of the exciting causes. This may 
seem strange in connection with the statement of another observer that 
residence in an elevated r^ion has been found to cure the disease, — 
" similia dmilibus curantur,*' I suppose. Anaemia has also been con- 
sidered a cause. The dark discoloration of the skin so often found 
in many of these exophthalmic cases may suggest a possible supra- 
renal capsule complication, as in Addison's disease. 

All the symptoms of exophthalmic goitre came on simultaneously 
one year before, without any known cause. One curious phase in this 
case is the loss of one eye in childhood by injury, which masked the 
diagnosis for a while, as that eye, being smaller, did not show the usual 
signs of the affection, biit on further examination the full train of 
symptoms became apparent. Dr. Louise Fiske Br3'son, of this city, 
mentions as a symptom of this disease an inability in the majority of 
cases to exjMind the chest This symptom would point to the already 
supposed affection of the vagus. 

This patient was admitted to the wards of the Post-Graduate 
Hospital, and the following plan of treatment adopted : first, cutting 
the outer canthus of the left eye to relieve the slight pressure of the 
lids on the protruding eyeball, then the application of hot water by 
compresses used for half an hour, four .times a day, the parts being 
kept anointed with lanoline. By continuing this treatment the infil- 
tration of the cornea was kept in abeyance, except at the centre, where 
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a perforation took place, with esca}>e of the vitreous and lens. The 
eye then began to recede, and phthisis bulbi developed. 

The lesson to draw from this case is the importance of early treat- 
ment of Basedow's disease by constitutional measures, thus preventing 
the extreme exophthalmos here seen. On finding a case where the 
prominence of the eye is so great as to prevent perfect closure of the 
eyelids, a surgical procedure in connection with internal medication 
for the general disease is called for. The operation which should 
have been performed had not the cornea been inflamed beyond hope 
of repair consists in paring the edges of the upper and lower eyelids, 
and then uniting them through their entire length, and so covering 
and protecting the eyeball. After a few weeks the lids may be re- 
opened, and, as a rule, the exophthalmos will be greatly improved, and 
any corneal trouble which threatened removed. In cases of less 
marked exophthalmos, the upper and inner third of the upper and 
lower lids may be freshened and closed, so that the lid is diminished 
in size, thus retarding the exophthalmos. At the same time the pa- 
tients should be put upon the constitutional remedies appropriate to 
this condition. I have presented this case to your notice this morning 
on account of the rare occurrence of loss of an eye by suppuration, 
and also for its being associated with a fellow phthisical eye, lost in 
childhood by injury. The case is unique. So rare is it that an eye 
is lost in this way from exposure due to exophthalmos, that Wells 
reports only having seen one case, and in this country I know of only 
ten reported cases. 

As r^ards the treatment of this class of patients, the following 
remedies have been suggested : ei^t, quinine, the external application 
of the red iodide of mercury and iodine to the goitre, galvanism to 
the thyroid and to the cervical sympathetic ; and a number of cases 
have been reported by Dr. Allen McLane Hamilton which have been 
absolutely cured by an aqueous solution of hydriodic acid, given in 
increasing doses. The " rest-cure" has also been suggested, together 
with the' use of digitalis. Stills reports a remarkable amelioration of 
the symptoms in two cases by the influence of high altitudes, and a 
number of cases have been reported by Hammond, of New York, 
where the use of strophanthus in doses of two drops, increasing to ten 
drops, has been followed by improvement Weir Mitchell recommends 
as an important dietetic measure the use of milk and kumyss. In 
three reported cases the administration of the cultivated hemp produced 
marked improvement; and a rhinologist, considering that the body 
revolved around his specialty, has described appearances resembling 
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this disease which have subsided after cauterization of the mucous 
membrane of the nose ! In other words, the whole range of the phar- 
macopceia has been gone through with, and the simple, practical fact 
to be drawn from the different methods of treatment is that each 
case presenting must be a study in itsi»lf, as in fact may be truly said 
of almost all cases of nervous affection. In our hands electricity, in 
all forms, has proved of no service. This disease is purely a nervous 
one, and the ocular symptom present is the only apology I have for 
speaking of it at all : it should be truly relegated to the neurological 
dei)artment 
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Gentlemen, — If there is one organ in the body whose function 
has of late been made a special object of study by physiologists and 
physicians, but whose pathology has yet to be written, it is the thyroid 
gland. Of the thyroid, as of all organs, it may be said there can be no 
reliable pathology until its physiology is understood. Within the last 
few years there have been many workers in the field, all trying to 
throw light upon this practically unknown organ ; some endeavoring, 
like Horsley, to find its function revealed in the facts obtained by ex- 
perimental physiology; others by simply observing and recording phe- 
nomena revealed by diseases of the gland ; whilst others again, gather- 
ing up the data of experimental physiology and clinical medicine and 
linking them together, have given us a wider pathology of the gland 
than has ever yet been known. 

In the International Clinics, vol. ii. series 2, 1 briefly reviewed 
the supposed functions of the thyroid gland. We saw that it was con- 
cerned in the making of blood ; that if it was not directly hsemopoetic, 
it was indirectly, its function being to maintain the int^^ity of the 
blood by its influence upon metabolism. Dealing with this part of 
our subject, it ought to be mentioned that Gley (La Semaine Midicaky 
December, 1891) has demonstrated that animals whose thyroids have 
been removed — e.g.y dogs and cats^-die very rapidly after the operation, 
in from twenty to twenty-seven hours. They had incessant muscular 
shakings, paralysis, convulsions, lowered temperature, and a trace of 
albumin in the urine. But in order that these efiects shall be pro- 
duced it is absolutely necessary to remove, in addition, a small body 
which lies just to the outside of the gland on either side, and which, as 
Vol. I. Ser. 8.-7 97 
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it has the same structure as the thyroid^ we must regard as an acoessoiy 
gland. Gley shows that if this body is not removed the symptoms 
already detailed do not follow,7— this embryonic structure enlarges, 
and is sufficient to fulfil the function of the thyroid gland, — ^a state- 
ment which is supported by facts drawn from the field of pathology, 
where enlargement of this accessory body has given rise to the symp- 
toms of goitre. 

There are three pathological conditions of the thyroid gland that I 
shall mention. 1. Myxoedema, where the gland is atrophied. 2. Goitre, 
where it is enlarged. 3. Exophthalmic goitre, or Graves's disease, where 
not only is the thyroid gland enlarged, but there is, in addition, marked 
disturbance of the circulation, with protrusion of the eyeballs. 

Of myxoedema I shall say nothing, except that in it the thyroid 
is, generally speaking, atrophied. In what is spoken of as goitre the 
thyroid is enlarged : it may be only slightly enlarged, or so much so 
that it forms a large pendulous tumor in the front of the neck, which 
presses upon the trachea, causing embarrassment to breathing. 

The term "goitre'^ is applied to all non-inflammatory and non- 
malignant enlargements of the thyroid, and with universal acceptance 
it is admitted that females are more liable to this aifection than males. 
Goitre shows a distinct tendency to appear in both sexes at the age of 
puberty. In healthy women the gland is frequently seen to enlarge 
during menstruation and pr^nancy, and to such an extent is this the 
case that many writers r^ard the permanently enlarged gland as the 
outcome of the repeated congestions that have occurred during these 
particular times. 

For centuries past goitre has been recognized as endemic ; hence the 
special names that have been given to it, — e,g,y that of " Derbyshire 
neck" in our own county. 

The endemic occurrence and association of goitre and cretinism 
have long been known. Groitre is met with everywhere over the globe, 
but goitre with cretinism occurs only in circumscribed areas. It is met 
with in Europe in the southern slopes of the Alps, in Austria, in the 
Pyrenees, and among the Vosges Mountains and the Jura. In Eng- 
land the number of goitres is, comparatively speaking, large. The 
southern and midland counties contribute the greatest number of cases. 
It is found among the chalk hills of the south and eastern counties, in 
Derbyshire, and in the counties nearer home, — ^Yorkshire, Durham, and 
Cumberland. It is met with in the United States of America, and 
the interesting point about it is that endemics of goitre seem to come 
and go. Whilst endemic, or confined to a locality, it may become epi- 



Digitized by 



Google 



THE THYBOID AND ITB DIBBASES. 99 

d^nio. This was noticed some years ago in Franoe^ where^ after one of 
the regiments had occupied the barracks at Nancy^ thirty-eight men be- 
came goitrous (Hirsch); next year two hundred and five men suffered^ 
and in the following year four hundred and twenty-five men were at- 
tacked with goitre; the strange circumstance about this epidemic being 
that the raiment which had just vacated the barracks had not sufiered, 
nor had the civil population. In this epidemic^ as in almost all which 
afiect the military, the disease was strictly confined to the common sol- 
diers, the officers and sergeants escaping. Only in one campaign do I 
find mention of epidemic goitre, and that was in 1877, in the Russian 
campaign against Turkestan, where two hundred and forty-five cases 
occurred among two thousand seven hundred and fifty-three troops 
who had captured and held the town of Kokaun. So serious was the 
epidemic considered that the general in command found it necessary to 
alter the seat of the garrison. The brave are sometimes very easily 
disconcerted. A short time ago. goitre suddenly appeared among some 
Brazilian recruits in Goyaz, and so severe was the outbreak that the 
soldiers took to flight and hastened to their homes. 

Many attempts have been made to show how goitre is dependent 
upon geographical position, states of the soil, — e,g.y chalky substratum 
(hence the name of cretinism, from crdOy " chalk") ; but whilst it is per- 
fectly true that endemic goitre is limited to a few spots, — say one or two 
particular villages in a county, — and that healthy people coming from 
a non-goitrous to a goitrous village and living in it subsequently develop 
the disease, also that by changing their locality they lose the disease 
or prevent its further development, and that where goitre is endemic 
animals too may be affected, there is the greatest difficulty in assign- 
ing goitre to any geographical or territorial cause. It is therefore 
difficult to appraise at its proper value the assertion of Saussure that 
deeply-cleft valleys which receive little sunshine form the only seats of 
endemic goitre and cretinism. Whilst we admit that goitre is met with 
in valleys, on the slopes and not on the tops of mountains, the dark- 
ness of valleys can scarcely be the cause of it, otherwise it ought to be 
found in Norway ; nor can deprivation of sunlight and air be the 
cause of it, or the mining population of our adjoining counties would 
supply us with numerous examples. What the real connection between 
goitre and subsoil is we do not know. There is probably some con- 
nection, for it is frequent in limestone districts and on soils that con- 
tain magnesia and sulphuret of iron, as Professor Lebour, of the Col- 
lege of Science, Newcastle, showed a few years ago. I am inclined to 
admit the existence of some relationship between goitre and calcareous 
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rocks and sandstone^ but what the particular influenoe is and the 
manner in which it is employed I do not know ; probably it is through 
the water ; and yet it is stated by Berry that mere hardness of water 
does not cause goitre, nor do the bicarbonate and sulphates of lime and 
magnesia^ to which has been attributed the cause of goitre. On the 
training-ship which lies in the Tyne, off North Shields, five or six 
years ago there suddenly appeared a few cases of goitre. Here there 
could be no question of subsoil at all. That goitre is to a large extent 
independent of the effects of social misery, insufficient food, filth, over- 
crowded and ill-ventilated buildings, is shown by the fact that the 
disease does not attack specially the very poor, but the children of the 
better working-classes, frequently those who are living in the country. 
Infirmary cases are not drawn from the slums of large cities ; besides, 
the disease occurs among animals. 

Theories in regard to the causation of goitre must be received with 
caution. Mechanical pressure upon the centre of the neck, as in 
strain, carrying burdens upon the head, climbing mountains, and chills, 
are among the suggested causes. Recurrent hypersemias of the thyroid 
cannot, however, be so easily overlooked. We know that in some way 
or other the thyroid is affected during the physiological processes of gen- 
eration, — viz., menstruation, pregnancy, and childbed. If a woman is 
living in a district where goitre is endemic, then during pregnancy, 
when her blood-forming glands are overworked, the thyroid becomes 
functionally more active and enlarges. At the termination of her 
pr^nancy the hypertrophy may not disappear. This is one reason 
why males escape the disease more frequently than females. The sys- 
tem of the male is not called upon to undergo the alterations of blood- 
making and varying arterial tension that occur in the female. It is 
asserted by Lawson Tait and others that pregnant women with en- 
larged thyroids bleed very profusely after their confinement, but this 
is not of universal occurrence, for in the goitrous dales of Durham, 
Robinson states that " flooding " after parturition is unknown. 

We have discussed the various causes of goitre without being able 
to particularize the exact influence of each, or even to decide whether 
any peculiar influence is exercised. The question of heredity is also 
a difficult one. We admit the influence of inheritance to a certain 
extent. 

Is it possible that a special morbid poison underlies endemic goitre 
and cretinism? The fluctuating nature of the disease and the his- 
tory of epidemic outbreaks suggest this. By some it is said that the 
goitrous virus requires a particular kind of soil, and that it is conveyed 
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through water^ but whether it is an organic or an inorganic poison it is 
difficult to say. It is not a malarial poison. Klebs maintains that he 
has found the infective agent in the form of a minute organism, a 
statement in which he is con- 
firmed by Bircher, who detected ^'°* ^' 
micro-K>rganisms in the goitri- 
ferous waters of Switzerland 
and Austria. 

St. Lager has tried to in- 
duce goitre artificially. He fed 
animals with sulphate of lime, 
carbonate of magnesia, and 
other salts. The results were 
native. Sulphide and sul- 
phate of iron, when given to 
mice, produced slight swelling 
of the thyroid, and when large 
doses of sulphate of iron were 
given to dogs it produced en« 
largemeut of the thyroid, but 
not sufficient to deserve the 
name of goitre. Klebs and 
Bircher attempted to produce simple GoiTRK.—Mr8 e., aged fony. DuHnRiait 

., J. , . . '^ •/• pregnancy, six years ago, thyroid enlarged, and 

the disease by givmg gOltnte- dnce then hai iteadUy increaied m lUe. 

rous water to animals to drink 

as well as injecting them with it, but their results were negative. 
Berry gave guinea-pigs large quantities of salts of lime, magnesia, and 
potassium ; but although these animals took daily for months as much 
as two hundred grains of the sulphate of lime, no special changes were 
observed in the thyroid either by the naked eye or under the microscope. 
What these experiments show is that goitre is not readily induced in 
animals by giving them water containing the salts of those metals to 
which is ascribed this peculiar power, and yet it is known that on the 
Continent there are certain wells to which young Frenchmen resort 
wlio wish to avoid compulsory service in the army. Drinking the 
water from these wells for a few weeks, they develop goitres suffi- 
ciently large to disqualify them for the conscription. 

Goitre and cretinism are r^arded as different expressions of a 
single morbid process ; goitre being the result of a feeble working of 
deleterious influences, cretinism the issue of stronger. Cretins are 
frequently the offspring of goitrous parents, but it is no uncommon 
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thing for cretins to be bom of parents who are perfectly free from 
goitre. 

Upon simple goitre I shall not dwell longer. Most of you have 
seen men or women with sometimes very large, pendulous tumors^ con- 
nected with the thyroid, pressing upon the trachea or the vagi, making 
breathing and swallowing sometimes difficult, and always irksome, and 
yet^ beyond that, apparently not disturbing their health. A loud, 
prolonged, and crowing inspiration is heard in nearly all these cases. 
Men and women both suffer, but I have seldom met with it in the very 
young, — mostly at or shortly after puberty, and seldom to any extent 
aft«r sixty. The cases are extremely chronic ; their pathology, in a 
word or two, is hyperplasia and colloid degeneration ; and as they are 
, frequently relieved by treatment, — e.g,y iodine inhalations, iodide of 
potassium, and fluoric acid internally, by the injection of iodine into the 
gland, by splitting the isthmus, or by shelling out a part or the whole 
of the tumor, — we need not discuss this part of the subject further. 

The type of thyroid disease I wish specially to dwell upon is 
Graves's or Basedow's disease, or what is known as exophthalmic 
goitre. This, In my opinion, is a disease quite distinct from ordinary 
goitre, and yet in both cases the thyroid gland is enlarged. In exoph- 
thalmic goitre, however, it is not alone a question of enlargement of 
the thyroid gland; there is behind it an amount of cardio-vascular 
and nerve disturbance which is of &r greater importance than the 
enlargement of the thyroid. 

Though we see a fairly large number of mild eases of exophthal- 
mic goitre among the out-patients of this infirmary, yet it cannot be 
said that thp disease furnishes us with a large number of in-patients. 
Dr. Seattle, at my request, has gone over the in-patient register of this 
hospital, and he reports that from January, 1880, to October, 1892, — 
♦.e., during eleven years and nine months, — ^twenty-two cases of exoph- 
thalmic goitre were admitted. Of these, nineteen were females and 
three males ; a ratio of males to females of one to six. The youngest 
female was aged seventeen. The age period between twenty and thirty- 
eight supplied the largest number of cases ; one woman died at the age 
of fifty-six. The ages of the men varied from thirty-three to forty- 
eight. 

A girl comes to you complaining of palpitation. You notice that 
her eyeballs are prominent, and she tells you that this prominent con- 
dition has come on gradually, and that it is worst at her menstrual 
periods. The eyes look as if they would fall out of their sockets, an 
accident which ere this has happened, for Trousseau relates the case of 
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a woman whose eyeballs were pushed so far forward that one fell out and 
had to be put back with her fingers, and O'Neill that of another where 
the eyebflU fell out of the socket whilst the patient was straining at stool. 
Examining the eyes a little more carefully, and directing their move- 
ments up and down, it is noticed that 
the upper eyelid does not follow the 
movements of the globe as it ought to 
do. When the eye is directed down- 
ward the lid remains elevated, so that 
a band of white sclerotic is seen above 
the dark iris. This, which is known 
as Yon Graefe's sign, is characteristic 
of Graves's disease, but it is not al- 
ways present, and, besides, it occurs 
in other diseases. The prominence 
of the eyeballs may be more appar- 
ent than real, for the upper lid is 
sometimes kept constantly retracted 
and retained near the bony border 
of the orbit This is known as Stell- 
wag's sign, and when present it aggra- 
vates Von Graefe's, for on throwing exophthalmic goitbe.— m. b., aged 

.1 1 I .1 i*j eighteen; been ill for one year; caught 

the eyes downward the upper lid may ^oid when mcnatruaung; flow .uddenij 

not move at all. The pathology of ©eased. Haa menstmated onlj once since. 
, . . . 1 1 . ▼ ^y —via., nine monthii ago. 

these signs is simply this. In Von 

Graefe's there is impairment of the co-ordination which naturally 
exists between the descent of the upper eyelids and the action of 
the inferior recti muscles, whereas in Stellwag's sign there is a tonic 
contraction of the levatores palpebrarum, although some ascribe it to 
contraction of MuIIer's muscle, — ^a band of involuntary muscular fibres 
attached to the under sur&ce of the upper eyelid. 

Associated witli the palpitation and exophthalmos there is an 
enlarged thyroid. The enlargement affects one or both lobes of the 
gland. The enlarged thyroid frequently feels under the fingers like a 
bunch of dilated arteries, and communicates a diffused thrill. 

It is the three things, palpitation, exophthalmos, and enlarged 
thyroid, that constitute Graves's disease, and yet it is not necessary 
to have all these three things present at one and the same time. Long 
before exophthalmos or fulness in the neck has been observed there 
may have been palpitation. This may go on for a considerable time, 
and the exophthalmos be only gradually developed or not appear at all. 
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I cannot but regard cases of what is known as iachycardiay or very 
rapid hearty as in some way or other related to exophthalmic goitre, 
through a similarity in the functional disturbance of the central ner- 
vous system. Many cases of tachycardia recover, as in a case which I 
reported * of a young man, aged twenty-eight, who when I first saw 
him had a pulse of upward of 240 in the minute. This had gone on 
for several weeks, but the man is now quite well. Other cases of tachy- 
cardia die before time is given for exophthalmos and hypertrophy of 
the thyroid to occur, and yet in these cases, just ad in exophthalmic 
goitre, sugar is present in the urine. What is peculiar about nearly- 
all these cases is that at some time or other in their history blowing 
murmurs, systolic and diastolic, are heard over the base of the heart. 
These murmurs come and go, and when they disappear their disap- 
pearance may be permanent. It is strange, too, that in spite of the 
excessive work which the heart does, its rapidity of action extending 
over years, there is nothing like the amount of hypertrophy or even of 
valvular disease that one would expect. Whilst the heart practically 
escapes, the blood-vessels dilate, particularly those of the thyroid, and 
over these a systolic murmur may be heard. It is upon this dilated 
state of the thyroid arteries that a theory is founded of the causation 
of exophthalmic goitre, — viz., that it is a vaso-dilator paralysis. 

If I were to present you with a typical picture of a case of ex- 
ophthalmic goitre it would be something like this. A girl, probably 
unmarried, of an age varying from seventeen to twenty-five, of rather 
slender build and slightly emaciated, possibly a little anaemic, more likely, 
however, sallow and with dark eyelids, through which, and scarcely 
covered by them, stand out very prominently large, glistening eyeballs, 
the pupils of which are slightly dilated or irregular, — such a girl com- 
plains of intense palpitation, of a gradually-increasing debility and a 
feeling of unfitness for exertion, of nervousness and a tendency to be 
irritable and worried by trifles, of loss of appetite, and of epigastric pain 
after eating, or of diarrhoea, — a train of symptoms not confined to one 
organ in particular, but suggesting functional disturbance of many 
organs ; symptoms that have gone on for months or years. Placing 
our hands firmly upon her shoulders, we feel that she is the subject of 
muscular tremor, and in answer to our inquiry in regard to her family 
history we learn that one or other parent died of some nervous disease, 
and that perhaps a sister has suficred in the way that the patient is 
doing now. There is rarely a history of injury. The one point that 

> British Medical Journal, 1891, vol. i. p. 217. 
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can be elicited iovariablyy however, is that until puberty the patient 
enjoyed good health ; that the occurrence of menstruation was delayed 
for years ; that when it came the discharge was scanty ; that once estab- 
lished it became irregular, frequently disappearing for months at a time. 

What is the relationship between exophthalmic goitre and disor- 
dered menstruation or pregnancy ? The two things are so frequently 
connected that their occurrence is more than a coincidence. There is 
in many cases a distinct causal relationship which extends over a length- 
ened period, or it is short and the disease is very acute, as the following 
case illustrates* 

Some time ago I saw, with Dr. Drummond, of South Shields, a 
young lady nineteen years of age, who, when almost on the eve of her 
marriage, had, through an unfortunate quarrel with her lover, not only 
her expectations thwarted, but such a shock given to her system that 
she never rallied. Until that unhappy event the girl had been per- 
fectly healthy. She was menstruating at the time. The discharge at 
ouce ceased, and intense palpitation almost immediately occurred, fol- 
lowed by rapid enlargement of the thyroid and protrusion of the eye- 
balls. Within a few days the patient was the subject of one of the worst 
forms of exophthalmic goitre I have ever witnessed. When I saw her, 
eight or ten days after the development of the illness, there were not 
only exophthalmos and enlarged thyroid, but a loud-thumping heart, 
over which could be heard harsh systolic and diastolic murmurs. The 
pulse was rapid, and the patient was the subject of extreme restlessness 
and dyspnoea, which nothing overcame, for she died very shortly after- 
wards, certainly within a month from the development of her illness. 
Here, then, is a history of mental shock, sudden suppression of menses, 
and a fatal form of exophthalmic goitre rapidly induced. 

Ovulation and conception are r^arded as simple processes, and yet 
I question if they occur without some impression being made upon the 
central nervous system. We do not know what the association is. It 
might seem as if conception, — and by that I do not mean the act of 
coition, but the impr^nation of the ovum as it descends the Fallopian 
tube, and therefore free from all attachment to the nervous system, — it 
might seem as if this was an act altogether beyond the consciousness 
of the individual, and yet I know of the case of one lady who, though 
perfectly healthy at all other times, lias a severe epileptic fit on every 
occasion that impregnation takes place. To her the pregnancy dates 
from this fact, all subsequent arrangements being made, and made cor- 
rectly, by the patient, whom experience has taught the meaning of the 
epileptic explosion. 
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We know next to nothing of the extent to which the pneamogaa- 
trie nerve reaches in the lower part of the abdomen^ or of how inti- 
mately associated the pelvic viscera are with branches of the sympa- 
thetic system. Until we know more it will be impossible to explain 
thoroughly the diseases we are dealing with. Facts precede theories. 
The intense nutritive stimulus which pervades the whole system of 
the healthy girl developing into womanhood^ and which is shown not 
only in the altered mental disposition, but in her improved physique, 
her better blood-making powers, and her enlarging breasts, — though I 
do not say that these are altogether dependent upon changes occurring 
in the ovaries^ they are nevertheless associated with them. Health at 
the period of puberty is due to the balance and equal progress of cer- 
tain functional activities and organic changes. It only requires that 
one of the blood-forming glands which has been roused into activity 
should become inactive or that ovulation should be imperfect, and the 
result is disease. We have no diflBculty in believing that, when the 
thyroid as a blood-forming gland has been kindled into activity by 
the advent of puberty, it not only enlarges then, but also with each 
succeeding menstruation, or remains permanently enlarged during and 
after a pregnancy. This is a matter of experience, and it shows how 
closely linked pathological states of the thyroid are with disordered 
functional activity of the ovaries. 

Menstruation is a rhythmic process. Once every four weeks for a 
certain period in her life a healthy woman menstruates. Bhythm is 
r^ularity of succession, and it is the distur'bance of this in a woman's 
life that in some instances induces ill health. Rhythmic movements — 
those of the heart perhaps excepted— depend upon nerve-explosions. 
Though we look for a local cause of menstruation in the ovary and 
uterus, I do not think it is explained by changes there so much as by 
occurrences in the nervous system. All through the years of a girl's 
life that intervene between the day of her birth and the establishment of 
puberty, certain cells in the medulla oblongata are growing and accumu- 
lating force, the irradiation of which at the proper epoch not only aids 
in bringing about the altered physique of womanhood, — ^the change in 
the character of respiration from abdominal to costal, for young girls 
breathe like boys, — but also induces menstruation. Rhythmic explosions 
of cells in the medulla oblongata are the nervous substrata of menstru- 
ation. Why the explosions should occur once a month in health I 
cannot say, but it is due to them that monthly uterine hemorrhage 
returns after the ovaries and tubes have been removed, owing to the 
habit having become so deeply stereotyped or engraven into the tissues. 
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Bdieving as I do in a nervous origin for menstmationy and lo- 
cating it in tlie medulla oblongata^ jou can appreciate the connection 
which exists between disordered ovulation and Graves's disease^ for it is 
in the medulla oblongata that apparently reside the nerve-lesions which 
underlie exophthalmic goitre. Leurke^ of Hamburg, places the lesion 
higher up in the nervous system than I do, and suggests disease of the 
cerebral cortex as the cause of it. Taking all the facts into consider- 
ation, — the rapid heart, the enlarged thyroid, the prominent eyes, and 
the glycosuria which is so frequently noticed towards the termination 
of these cases, — ^a medullary lesion offers the best explanation of all the 
symptoms. 

The presence of sugar in the urine is a point of importance. It 
was present in the case of Maria G., and is also present in the urine 
of one of my out-patients, a woman in whom there are enlarged thy- 
roid, exophthalmos, and phthisis pulmonalis. Budde records two cases ; 
in each there was diabetes. Schafinger relates a case of traumatic ex- 
ophthalmos which recovered, and Finlayson tliat of a boy where exoph- 
thalmic goitre was accompanied by paralysis of the third nerve. These 
&cts support the theory of a central lesion for Graves's disease ; and 
whilst we know that the origin of the third nerve is above the medulla 
oblongata, yet in those cases where Yon Graefe's sign is well marked, 
certain strands of this nerve may be implicated. 

I admit that I am treading on very uncertain ground in alluding thus 
to the pathology of Graves's disease ; but I know of no other explana- 
tion than a nervous one, and with a location such as I have ascribed to 
it, — viz., the medulla, — that will explain the sudden onset of the disease, 
as, for example, in one of Trousseau's cases, where in a single night, as 
the result of excessive emotion, the three cardinal symptoms were de- 
veloped, or in my own case in South Shields, where, under the emotion 
consequent upon the rupture of a love-attachment, a girl suddenly 
developed all the symptoms of the disease, and died within four weeks 
of its commencement 

Lauder Brunton maintains that the palpitation which is character- 
istic of this disease, and which is the first symptom, is due to direct 
stimulation of the accelerator cardiac nerves. These proceed from the 
vaso-motor centre in the medulla, down the spinal cord, leave it and 
pass to the inferior cervical ganglion, and from this to the heart Irri- 
tation of the inferior cervical ganglion causes cardiac excitement. The 
enlargement of the thyroid is explained by paralysis of its vaso-motor 
nerves. It is to paralysis of the sympathetic fibres that is attributed 
the dilatation of the small arteries behind the eyeball. These, as they 
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enlarge, help to push forward the globe of the eye, causing exoph- 
thalmos. 

The principal post-mortem conditions found in Maria G. were the 
remains of an enlarged thymus; a thyroid which weighed three and a 
half ounces, was hard, almost cartilaginous, to the touch, on section 
ashy-gray ; a heart about the normal in size, but whose left ventricular 
wall was thickened ; slightly-enlarged spleen ; fatty and rather small 
liver ; apparently healthy supra-renals and kidneys ; atrophied ovaries ; 
the membranes of the brain were cloudy at the vertex ; brain-tissue was 
soft and watery, but healthy ; in the floor of the fourth ventricle were 
two translucent and elevated bands, grayish-white in appearance. The 
condition of the eyes was interesting. Each orbit was packed full of 
fat behind the eyeball ; the lachrymal glands were excessively devel- 
oped ; the ocular muscles were extremely pale and attenuated. 

Under the microscope there was distinct hyperplasia of the thyroid ; 
its cells were much increased in number ; there was marked nuclear 
proliferation among the muscle-fibres of the heart, and distinct sclerosis 
of the ovary, but nothing abnormal was detected in the centi*al nervous 
system. 

The treatment of these cases is only occasionally satis&ctory. Bel- 
ladonna sometimes gives good results ; probably the best results have 
followed galvanization of the cervical sympathetic, the negative pole 
being applied to the cervical ganglia on each side alternately. 
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DIGESTION AND SOME OP ITS DISORDERS. 

OLIKICAL LBCTUBB DBLITSBBD AT TUB NBW TOBK POST-0 BADVATB MBOIOAL 

BCHOOL AND HOSPITAL. 

BY QEORQB B. FOWLER, M D., 

Profe68or of Clinical Medicine (Urinary and Digestive Disorders). 



This is a subject which is taught, of course, to students, but as 
a rule the general practitioners neglect it. My experience has been 
that physicians are less familiar with the physiological data governing 
nutrition than they are with almost any other branch of medicine and 
surgery, forgetting the fact that the process which we call digestion is 
the very basis of all physiological phenomena, and that disorders of 
this function are the most common with which we meet ; that they give 
rise to a series of symptoms which are very distressing, and yet are 
curable. 

I will endeavor to present to you to-day a few fundamental con- 
siderations regarding digestion and its disorders, which are of prime 
importance to the physician. 

If you think of the various crude elements which constitute the 
food, on the one hand, and then for a moment consider what are the 
proximate principles making up the tissues and fluids of the body, you 
will have some comprehension of what the processes must be which 
transform these crude elements into tissue-substances. 

Starting with this point, of the conversion of crude materials, which 
we call food, into substances which shall be applicable for the nutrition 
of the body, we have to say at the outset that the process by which 
they are converted is, at the beginning, one of fermentation. These 
materials, notwithstanding their varied nature, are easily classed under 
several heads. If we wanted to make a schedule, we would say that 
food consisted of certain proximate principles, and by proximate prin- 
dples we mean all substances which exist in the tissues or in the ele- 
ments of food, and which can be isolated under their own form ; that 
is to say, without decomposing them ; just as I can take a solution of 

109 



Digitized by 



Google 



110 INTERNATIONAL CLINICS. 

salt and water^ of which the proximate principles are the salt and the 
water respectively, and by the gentle application of heat evaporate the 
water and collect it by a simple apparatus, and the salt will be left in 
the vessel. There has been no decomposition here. The proximate 
principles contained in the food can be separated from it under their 
own form. They consist of starch, sugar, fats, albuminoid substances, 
salts, and water. Certain of these are analogous in their chemical com- 
position, or possess physical and chemical properties which make them . 
alike. On this account they have been grouped under the heads of 
carbohydrates; hydrocarbons; albuminoid substances; water; salts. 
The first three are, of course, organic in their nature ; that is to say, 
they are derived from organized bodies. The last two are inorganic, 
and comprise water and all the known mineral salts. The carbo- 
hydrates include the sugars, starches, gums, and some other allied 
unimportant substances. They are called carbohydrates because they 
consist of carbon and hydrogen and oxygen, in the first place, but 
principally because the hydrogen and oxygen are present in the pro- 
portion to form water. For instance, we have starch, CgHioOj, in 
which the hydrogen and the oxygen, you see, are in proper proportion 
to form water. The composition of sugar is QHuOj, and you will 
observe that the only difference between starch and sugar is one mole- 
cule of water (H,0). 

Now, we know that in the saliva there is a ferment which we call 
ptyalin, and in the pancreatic juice a ferment which has been partially 
isolated, and both of these ferments have the power of converting 
starch into sugar. We also know that in the ripening of fruits and 
vegetables, sugar is evolved from starch under the influence of a vege- 
table ferment, and that a similar change takes place in the cereal grains 
by the action of diastase. The taking up of water by a substance 
under the influence of a ferment is called hydrolytic fermentation. Not 
only is starch digested by this process, but every kind of digestion that 
goes on in living bodies is simply the taking up of water under the 
influence of certain kinds of ferments. Albuminoid substances, under 
the influence of the gastric and pancreatic juices, become hydrated and 
converted into peptones, and we are in the habit of saying that this 
process is the one which characterizes the normal condition. You are 
well aware that there are other kinds of fermentation besides the nor- 
mal ones. There are fermentations which take place in the alimentary 
canal with the formation of disagreeable and poisonous products, and 
these are the substances which are produced by fermentation other than 
hydrolytic They are fermentations which are due to certain organisms. 
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which we call pathological. They are those which are taken in by the 
month with or without the food and give us those by-products which 
are known as the pathological ferments of indigestion. 

I was a long time endeavoring to understand what these products 
could possibly be^ and what ingredients of the food could possibly give 
rise to the gases and acids which were encountered so frequently in per- 
sons suffering from indigestion. It has been pretty satis&ctorily settled 
to-day that it is the sugars and starches, or^ in other words, the carbo- 
hydrates, that are capable of these pathological fermentations. Experi- 
mentally, we can decompose the sugars into the substances which we 
find in the stomachs and intestines of dyspeptics, and they are alcohol, 
acetic acid, carbonic acid, butyric acid, aldehyde, hydrogen gas, and 
marsh gas. I will give you the formula by which we will clearly see 
how it is possible for sugar to be converted into these various by- 
products. 

The chemical formula for sugar is QHuO^ ; it is capable of being 
converted by the common yeast-plant into carbonic acid and alcohol : 
so we have alcohol and carbonic acid gas to b^in with, and the other 
products follow. 

Sujmr . ^ ^ Alcohol . ^^^ 
+ ferment = 1- 2C0,. 



C«H„0. 2(C,H.O) 

Alcohol Aldehyde , o ^ 

C^,0 "" C,H^O "^ * 

Aldehyde ^ Acetic Acid 

~C,H^O "^ ~ C,H^O, 

Su^r , ^ ^ Luetic Acid 

^ -f ferment = - 



^"g"" + fennent = g^"" ^"^^ + 2C0, + H,. 
C.H„0.^ C,H,0, ^ '^ * 

Sir William Roberts holds that at all times when acid reactions 
occur in the stomach, or when its contents are decidedly acid, the acid 
is hydrochloric, and says that he has never seen any gas except a little 
carbonic acid gas generated there. I have seen marsh-gas eructations 
from the stomach, proved by the fact that the gas caught fire. I had 
one patient with a dilated stomach who used to eructate enormous 
quantities of gas, the nature of which we did not suspect until one day 
as he was lighting a cigar the gas ignited. Undoubtedly this marsh gas 
is not infrequently produced. The production of these substances occur? 
in various forms of indigestion. I have been able to recognize two 
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very common forms of dyspepsia, and, although there are many modi- 
fications of the chief symptoms, it is to-day my purpose to speak of 
these two as types. I recognize a dyspepsia which is characterized by 
flatulence, by torpor of the bowels, by the individual being ansemic 
and depressed and generally run down, with a lack of appetite and 
sense of weight in the region of the stomach after eating. If such a 
case as that presents itself to you, you can conclude that it is one where 
the digestion is weak, as are all the other functions of the body, and 
with such an individual you are very apt to feil in treatment until you 
look beyond the organs where the symptoms chiefly reside. The only 
way in which we can ascertain at the beginning that the whole trouble 
is due to the want of proper nutrition is to analyze the blood, when in 
the majority of instances we shall find that the patient is ansemic, and 
by putting him upon a proper preparation of iron, which in my opinion 
is the carbonate, as contained in Blaud's pill, and restricting him to arti- 
cles of food which will be easily digested and which will not ferment, 
you will be surprised to see how quickly he will be relieved of his 
symptoms. In order that iron shall do any good at all in ansemia, it 
must be given in excessive quantities, because most of it escapes, and 
the only preparation you can give in large quantities without upsetting 
the stomach is the carbonate. In such a case as I have described, you 
will not get the stomach to act by prescribing the ordinary digestive 
agents. If I use the three-grain Blaud's pill, I begin by giving one 
after each meal to-day, two after each meal to-morrow, and thus go on 
increasing until the patient takes eight three times daily. Keep at this 
limit for three days, and then decrease the number daily in the same 
ratio as they were increased, and then begin again. You will be 
surprised to see what brilliant results may be obtained by giving the 
iron in this way. The bowels may become constipated when two or 
three pills are taken aft;er each meal, but when the number has been 
increased to five or six the iron acts as a mild cathartic. 

The other common form of indigestion is that where there is not 
much gas, but where acid eructations are a constant and prominent 
symptom. The urine is high-colored, very acid and scanty ; deposits 
urates and uric acid. These patients will tell you about a sense of 
burning in the back of the throat. They may be nervous and ap- 
prehensive, and perhaps have some eczema and urticaria. They suffer 
from bad dreams, and never feel at home unless they are under some 
form of excitement. By examination you fail to elicit the fact that 
there is very much flatulence ; they are not especially constipated. This 
condition can be characterized as an ^id dyspepsia. The excessive 
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aoid 18 either an excess of the hydrochloric acid of the gastric juice, or 
it is cue of those rancid acids which I have indicated as being capable 
of development in the fermentative processes of the stomach. The 
only practical way to ascertain which of these it is, is to try two 
methods of treatment. If it is a rancid acid which is due to fermenta- 
tion that takes place in the stomach, you will have to exclude those 
articles of food which are capable of undergoing this fermentation, — ^tlmt 
is, the carbohydrates and fats. Put your patient upon a pure meat, 
diet, with such v^etables as salads, cresses, etc., and give him hydro- 
chloric acid after his meals ; if that does not help him, give him the 
hydrochloric acid before his meals also, because the ferment which pro- 
duces fermentation acids is not capable of living in the normal gastric 
juice, and by administering the hydrochloric acid you are most apt to 
kill this ferment. A symptom which indicates that the acid dyspepsia 
is due to the fatty acids is this burning or stinging in the throat, which is 
caused by the regurgitation of food into the lower end of the oesophagus. 
If the acid dyspepsia is not due to butyric or acetic acid, it is due to 
the excessive production of hydrochloric acid, and the best way to as- 
certain this fact is by treatment. In order to correct the excessive se- 
cretion of hydrochloric acid you can administer an alkali in very large 
doses after meals, twenty or thirty grains of sodium bicarbonate to- 
gether with twenty of bismuth subcarbonate. You well know that the 
administration of an alkali before meals increases the secretion of hy- 
drochloric acid ; also that the administration of an acid before meals 
decreases the secretion of hydrochloric acid. In this way its supply 
can be r^ulated. I have very little faith in the various antiseptics 
which some of us are in the habit of giving by the mouth to disinfect 
the stomach and intestines. Carbolic acid, the alpha and beta naph- 
thols, Labarraque's solution, — all those things I have tried and never 
succeeded in getting the specific effect from them. Theoretically they 
should act, but practically they do not. I rather depend upon careful 
regulation of the diet, and hot water, and by proper medication attempt 
to cure the accompanying catarrh. My favorite prescription for acid 
fermentation is as follows : 

Magnesium carbonate, Ji ; 
Sodium bicarbonate, Ji ; 
Bismuth subcarbonate. Jss ; 
Lycopodium, powdered, ^i. 

I have this put up as one big powder, and let the patient take a 

teaspoonful three times daily, ader meals. The lycopodium is a drug 
Vol. I. Ser. 8.— S 
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that is used a great deal by the homoeopaths. Its active principle is a 
resin which resides in little cones, and I can vouch for its efficacy in 
relieving pressure and other distressing symptoms in the chest and ab- 
domen in persons suffering from acid fermentation. The dose of the 
medicine can be regulated according to its effects on the bowels. In- 
stead of the subcarbonate of bismuth, the salicylate can be substituted 
if there is a rheumatic tjendency. 

There are many other remedies a\^ilable in these troublesome affec- 
tions, of which we shall frequently have occasion to speak. Some of 
you, no doubt, wonder why I have said nothing about washing out the 
stomach. As regards this procedure, I will only remark now that I 
employ it much less frequently than formerly. It does not come in as 
a routine treatment, and is only necessary in properly selected cases. 
What I have said to-day is intended as a simple exposition of a very 
complicated subject 
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AORTA. 

CLINICAL LSCTURB DBLIVBRBD AT THE SOUTH BBN MBDICAL COLLBOB, ATLANTA, 

OBOKQIA. 

BY J. McPADDEN GASTON, M.D., 

Professor of the Principles and Practice of Surgery, Southern Medical College ; Ex- 
President Southern Surgical and Gynaocological Association. 



GENTLENf BK, — I have to present to-day some details in connection 
with the treatment of a case of aneurism. You will remember tliat L 
W., a white man, forty years old, with two pfojefbtions above the edge 
of the sternum and the adjoining portions of the clavicles^ was pre- 
sented before the class at the clinic of November 29, 1891. 

The patient was examined personally by the members of the class, 
so that each will recall the fact that there was distinct pulsation in the 
tumor, and it was diagnosed as aneurism, most probably of the innom- 
inate artery. This conclusion was reached by the history of the case 
and the existing developments. The first intimation of trouble, about 
two years ago^ was an elevation or prominence of a conical shape within 
the upper border of the sternum, which steadily but slowly increased 
and subsequently extended beyond the stemo-clavicular junction on the 
right and left sides. There was eventually a greater prominence^ of a 
conical form, on the right, and a lesser spheroidal development on the 
lefl, with a marked depression between the projections. Prior to the 
appearance of this pulsating tumor at the sternal border, there was no 
report of trouble which led the family physician of the patient to sus- 
pect aneurism. The inference to be made from these circumstances, 
together with the more rapid development of the tumor since rising 
above the edge of the sternum, led me to form the diagnosis of a saccu- 
lated aneurism of the innominate artery. As was stated on that occa- 
sion, it could not be a fusiform aneurism of that ves^l, but most 

likely originated in a comparatively small opening, which view was 

116 



Digitized by 



Google 



116 INTERNATIONAL CLINICS. 

strengtheoed by the absence of bruit or other abnormal sound in the 
tumor or upper part of the thorax. 

The various modes of dealing with apeurisms of this character 
were explained to the class in the presence of the patient and of his 
physician, Dr. A. Moody Burt, who accompanied him. The plan of 
introducing wire or other foreign substances into the sac had not been 
attended with satisfactory results, and the resort to electrolysis or 
irritation by puncture with needles offered little encouragement. It 
was asserted that the use of pressure by relays with the fingers or 
some mechanical means was the only recourse, short of ligation of the 
carotid and subclavian, conjointly or separately, which gave promise of 
relief. The changes which occur, in the yielding of the inner coats 
and the dilatation of the outer coat of the artery, for the formation of 
aneurism, were then described, and the infrequency of spontaneous cure 
or disappearance under the use of medicines was noted. It was, how- 
ever, stated that iodide of potassium had been resorted to with apparent 
benefit in some cases of aneurism ; and it will be remembered that I 
referred to an instance of an aortic aneurism which wore through the 
sternum and protruded externally, having disappeared while using this 
medicine in alterative doses of from ten to twenty grains three times a 
day. This patient has been using iodide of potassium, and is advised 
to continue it, but thus far it does not seem to have had any effect in 
arresting the enlargement of the tumors. If perseverance in this course 
should not be attended with some more marked effect than heretofore, 
my advice was to submit to an operation within two or three weeks, 
as delay in these cases might be attended with rupture or other serious 
complications. 

Upon the return of this patient on December 10, you were in- 
formed that I had advised him to submit at the outset to digital com- 
pression, and I was pleased to have your co-operation in keeping up 
this pressure. Squads of three of your number relieving each other 
every hour and a half, allowed each to make digital pressure for fifteen 
minutes at a time, and maintained an uninterrupted compression on 
the carotid and subclavian arteries. For the space of thirty-six hours 
consecutively this measure was fairly tested. It was found that the 
cuticle of the surface pressed upon over the course of the subclavian 
artery, below the clavicle, was denuded to such an extent as to necessi- 
tate shifting the pressure above the clavicle. But the discomfort to the 
patient, of the thumb placed over the artery at the tubercle of the first 
rib, above the clavicle, was such as to lead to its aliandonroent. In 
the mean time the abraded surface below had been coated over with 



Digitized by 



Google 



A CASE OF ANEURISM OP THE ARCH OP THE AORTA. 117 

collodion^ and I devised mechanical compression with the hard-rubber 
pads of two small spring trusses over this point and also over the site 
of the carotid, below the otoo-hyoid muscle. The spring of the former 
was carried around the neck and the spring of the latter placed over 
the shoulder, in a way to give fixedness to the pads in their respective 
positions, and the pressure was apparently kept up by this means quite 
as effectively as it had been done by the thumbs, without the great 
inconvenience of changing the application every fifteen minutes. This 
was continued for twenty-four hours longer, when a sense of choking 
was complained of by the patient, due, it was supposed, to the reflex 
irritation from the pad pressing upon the pneumogastric nerve. I then 
removed both the spring trusses and placed a firm roller of homespun 
cloth immediately above the right clavicle, and secured this by a band- 
age carried around under the left arm, making pressure on both vessels. 
This was not attended with discomfort to the patient when the bandage 
was moderately tight, and graduated pressure was continued by this 
means until thcevening of the 16th of December, when all compression 
was discontinued. 

A temporary interruption of the use of the compress above the 
clavicle, on the evening of the 16th, for the purpose of examination 
by my colleagues, Drs. W. S. Elkin and W. P. Nicolson, led to an 
observation by the patient, which was confirmed by my examination, 
that the pulsation in the conical prominence became more distinct than 
while the pressure was maintained, while there was but little if any 
difference in the pulsation of the spheroidal portion of the tumor. 
You are all aware that the circulation was not at any time during the 
continuation of the digital or the mechanical pressure arrested entirely 
in either the carotid or the subclavian, but there was a marked diminu- 
tion in the tension of the temporal and radial arteries, showing that 
the force of the current was modified by the pressure. You will also 
recollect that the conical prominence had a more solid feel when pal- 
pated than the spheroidal projection on the left, from the outset, and 
that this solidity seemed to increase with the continuation of the press- 
ure. I was encouraged to hope for an obliteration of the aneurism by 
progressive coagulation, but in the further progress of the treatment 
no material change was produced in this respect. It is proper to men- 
tion in this connection that, in the deliberation with my colleagues 
touching the measures to be adopted in the case, it was suggested by 
Dr. W. P. Nicolson that both the carotid and the subclavian might be 
exposed and ligatures pasRed around each without knotting either. At 
this stage of the proceeding, tension might be made on the ligature 
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upon one or the other^ or upon botb^ so as to arrest oonjpletely the cir- 
culation in the respective vessel or both vessels, thus testing the effect 
on the patient. Should this experimental occlusion show the safety 
of ligating the two arteries synchronously, the ligatures might be tied 
on both. If, on the other hand, trouble should ensue from the occlu- 
sion of the carotid and the subclavian at the same time, and no pertur- 
bation come from the occlusion of either the carotid or the subclavian 
separately, it would be well to ligate only the one which is not followed 
by disturbance and leave the other without ligation. It turned out 
that, owing to sickness. Dr. Nicolson was not present at the operation, 
but, in consideration of the possible advantage of such experimental 
proceeding, I should be disposed to give it a trial in a similar oi)eration. 
So far as I am informed, no precaution of this nature has been hereto- 
fore submitted to the consideration of operators in this class of cases. 

With a view to modify the cardiac impulse after discontinuing the 
compression of the aileries, the patient took thirty drops of tincture of 
digitalis every three hours until one hundred and twenty drops were 
taken, with but little effect on the circulation. 

On the morning of the 17th serious disturbance of the respiration, 
with a choking sensation and vital depression, indicated urgency in the 
performance of an operation. Upon auscultation, no bruit was discov- 
ered in the tumors or in the chest, nor could I detect valvular derange- 
ment, but the heart's impulse was less forcible than natural. The tem- 
perature was normal, and the pulse in the erect sitting position was one 
hundred and twenty beats to the minute. After giving a hypodermic 
of morphine, gr. J, atropine, gr. y^, the A. C. E. mixture was in- 
baled from an ordinary cone, and the operation was performed at one 
o'clock P.M., in the presence of a number of the medical class, at the 
Providence Infirmary. I had the active co-operation of Drs. W. S. 
Elkin and C. E. Johnson ; there were present also, as assistants, Drs. 
R. C. Wiley, Bernard Wolff, L. B. Grandy, J. A. Childs, N. O. Harris, 
R. R. Kime, and J. H. Green. 

The incision was made, three inches in length, behind the border 
of the sterno-cleido-mastoid muscle, as it was drawn forward by the 
tumor. Dividing the subjacent tissues upon a grooved director, the 
internal jugular vein was found much enlarged, with agglutination of 
its thickened coats to the artery beneath. This may have resulted 
from the digital and mechanical compression over this region. At my 
request. Dr. Elkin used the point of his index-finger to separate the 
vein and the artery, keeping an eye to the nerve also. He passed the 
aneurism-needle so as to include only the artery, excluding the vagus. 
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which lay within the line of the jugular vein and the common carotid. 
A large catgut ligature being passed through the eye of the aneurism- 
needle, the artery was encircled, and, taking each end of the ligature 
between the fingers, so as to lift up the vessel in an angular form, 
the flow of blood was arrested. Making a careful examination, I felt 
distinctly the pulsation on the cardiac side and none on the distal side 
of the line compressed by the tension of the ligature. This occlusion, 
kept up during our verification of the proper placing of the ligature 
before knotting it, was not attended with any marked effect upon the 
condition of the patient. It was therefore inferred that the comple- 
tion of the ligation might be accomplished with safety, and I drew the 
knot down, when, to my great surprise, the catgut ligature broke in 
the knot. A portion of this same piece of catgut had been subjected to 
all the force I could use with my wrapped hands, without yielding, and 
yet snapped when pressed with moderate force of my thumbs in tying 
the first knot. Having experienced similar accidents with catgut liga- 
ture in previous operations, I shall abandon it in future for the tendon 
of the tail of the kangaroo or the opossum, which has proved so ser- 
viceable with Dr. H. O. Marcy. Again the patient had been subjected 
to temporary occlusion of the artery without any notable bad effect, 
and I felt encouraged to expect that he would undergo the final opera- 
tion satisfactorily. A strong iron-dyed silk ligature was now used for 
the ligation, and immediately after it was secured by a double knot 
my assistants who had charge of the pulse stated that it had ceased to 
beat. Soon afterwards there was a disturbance of the respiration in- 
dicating a very serious condition. The body of the patient was sus- 
pended by the lower extremities being held aloft, and artificial respira- 
tion was undertaken by raising and lowering the arms, with alternate 
pressure and relaxation over the lower portion of the chest ; but only 
an occasional gasp was observed to encourage our efforts. Hypodermics 
of whiskey were alternated by those of sulphuric ether during several 
minutes, without effect. The patient was then placed in the horizontal 
position and turned from his back to his left side with fixed intervals, 
making pressure upon the thorax at each change to the dorsal attitude. 
But all availed nothing, as changes had taken place which precluded 
the restoration of the patient. 

He died so suddenly that there might have been a su^icion of 
fatal anaesthesia supervening, as often happens, without any prelimi- 
nary disturbance. But the cessation of the pulse and the interruption 
of the breathing, following immediately upon the closure of the com- 
mon carotid artery, leaves no doubt as to the cause of death. The 
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heart being weak, nothing more was requisite to arrest its action than 
the regurgitation of blood into the left ventricle, accompanied by the 
cerebral anaemia on the right side from the complete arrest of the 
circulation through the common carotid artery by the tying of the 
ligature. It might seem an omission in my report of facts observed 
by my colleagues, had it not been verified afterwards, that the nerve 
was not included in the loop of the ligature. 

At the autopsy, held five hours after death, there were important 
revelations in regard to the extent of the aneurismal developments 
within the thoracic cavity. While it was surmised by some of those 
who had examined the case that the aorta might be involved, there 
seemed to be no sufficient grounds for inferring that the spheroidal and 
conoidal sacs did not originate from the innominate artery. 

Upon cutting through the cartilages of the ribs on each side of 
the upper portion of the sternum, and sawing across the latter so 
that it could be raised, I found an immense dilatation of the entire 
arch of the aorta, constituting a huge fusiform aneurism, filled with 
ordinary post-mortem blood-clot, and opening from its upper anterior 
wall, the two sacs rising behind and above the sternum and sternal 
attachments of the right and left clavicles. The left sac was occupied 
by a coagulum corresponding to that in the large aortic cavity, while 
the right conoidal sac, which had given the impression of solidity, was 
filled with a mass of organized fibrous matter which presented a lami- 
nated formation, and extended down beyond the plane of the dilated 
aortic wall in a sejiarate layer three-quarters of an inch thick, upon 
which the conical solid mass rested without being adherent to it. 
When the apex of this was cut, it gave much the same resistance to 
the knife as in cutting the heart's muscular structure, and presented an 
appearance not unlike that of this tissue. My inference is that a grad- 
ual fibrinous deposition of the blood-elements had been taking place for 
a considerable time, forming the conical projection, which was sejMirated 
by a septum from the spheroidal prominence, whose contents had not 
undergone any solidification. It may be a fair deduction that the 
broader layer at the base of this cone and distinct from it had devel- 
oped in the course of the graduated pressure upon the carotid and sub- 
clavian arteries during six and a half days, making one hundred and 
fifty-six consecutive hours. This view of the changes taking place 
would imply a progressive deposition, tending to obliteration of the 
aneurismal dilatation of the arch of the aorta and warranting delay in 
resorting to any operation. But, on the other theory of aggravation 
of his condition after all pressure had been withdrawn, as presented on 
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the morning of the 17th of December, there rests no doubt in my mind 
as to the propriety of proceeding at once to the adoption of the meas- 
ure inculcated by precedents in the treatment of aneurisms of the 
arch of the aorta. The serious character of the symptoms during the 
attack preceding the operation indicated a speedily fatal result, and it 
was, from this point of view, incumbent upon us to aflTord the patient 
a chance to escape by ligation of one or both arteries emanating from 
the site of the aneurism, as sanctioned by good authority. 
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MULTIPLE SCLEROSIS; TRAUMATIC TREMOR, 
RAILWAY SPINE. 

CLINICAL LECTURE DELIVERED AT THE PHILADELPHIA HOSPITAL. 

BY P. X. DBRCUM, M.D., 

Professor of Nervous Diseases in the JefTereon Medical College, and Neurologist to 
the Philadelphia Hospital, etc. 



Gentlemen, — The last time I had the pleasure of meeting you 
we had before us, you will remember, a number of cases illustrating 
that remarkable disease paralysis agitaus. The tremor ceased in most 
instances upon voluntary motion. In some of the more advanced 
cases it simply became lessened. In no case did it become increased 
upon voluntary movement. It is my intention to-day to show you 
a number of cases in which tremor is also present, but differs markedly 
from that in paralysis agitans. Other symptoms, too, so striking in 
this disease, will here be conspicuous by their absence. I bring before 
you two patients. The first you recognize as one of the cases of 
paralysis agitans before you in the last lecture. You again remark the 
rather fine tremor, the peculiarity of the attitude, the head and shoul- 
ders thrown forward, and the arms semi-flexed, the fingers in the posi- 
tion of the writing hand. You again note the fixed expression, and, 
as the patient moves, the rigidity of the neck and shoulders. Again, 
when he raises his arm you see that the tremor ceases. 

In the second patient you also observe tremor. In striking con- 
trast, however, to the case of paralysis agitans, he has not only marked 
tremor of the hands and arms, but also of the head. Further, you 
see that as I speak to him he readily follows me, not only with his 
eyes, but also with his head, turning half around, in fact, to answer 
my questions. His countenance, too, is markedly different from the 
patient at his side, for as he gives me an account of his case you 
observe a decided play in the muscles of expression. You further note 
that the tremor, instead of being fine and rhythmical, is coarse, irregu- 
lar, and jerky. Again, when I ask him to raise his arm you see that 
the tremor, instead of ceasing, becomes markedly exaggerated. I 
122 
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now place the roan apon his back ou the bed, and in a little while, 
when he settles into position and his muscles become relaxed, you sec 
that the tremor everywhere ceases, and ceases absolutely. However, 
the moment he raises the hand or foot, be the movement ever so slight, 
the tremor is re-established. As he raises himself to leave the bed it 
becomes even violent. 

Let us place the patient with paralysis agitans in bed, and see what 
happens. You note at once that the tremor, instead of ceasing, per- 
sists, and only on making an effort, such as raising the hand, does it 
disappear. Evidently the conditions governing the tremor in the two 
cases are exactly opposite. However, as I pointed out at my last clinic, 
the diagnosis of paralysis agitans should not be based upon the tremor 
alone, but upon the concomitant symptoms as well, as it occasionally 
happens that the tremor persists during voluntary movement. 

Returning to the other patient, I may tell you now that he illus- 
trates the affection known as multiple cerebro-spinal sclerosis. This 
is a disease which may occur at almost any time of life, but is more 
common, according to European writers, in the middle or early half 
of the adult period. Our patient is sixty-four years of age, and was 
already fifty-seven at the time the tremor first made its appearance. 
He is, therefore, an exception to the average rule. He is unmarried, 
a stone-cutter, has drunk moderately, and denies specific disease. He 
had had no illness of moment up to one year and a half before the 
accident. . At that time he suffered from a sunstroke. It was in the 
month of July. He was cutting stone and exposed to the sun. He 
fell unconscious, and was confined to bed for two weeks. When he 
got about again he was quite well, with the exception of headache, from 
which he suffered severely. He remained in this condition for about 
a year, when he had an attack of rheumatism, which again confined 
him to bed. Six months later tremor began in the head, and gradu- 
ally spread to the hands and arms. It is not improbable that a dis- 
tinct causal relation exists in this case between the sunstroke and the 
disease. In many cases, however, no factor can be elicited which has 
etiological value. Occasionally we find a history of apoplectiform or 
epileptiform attacks preceding the onset of the tremor. Nothing of the 
kind, however, existed in the present case, unless the reported attack of 
sunstroke was really of this nature. 

The tremor having been once established has |)ersisted with but 
little change. It is somewhat more marked than at first, and there 
has also been a general lessening of the strength. Our patient tells us, 
for instance, that he cannot walk as well as formerly, — that his legs are 
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weak. However, when we observe his gait we see at once there is 
something else the matter with it than simple weakness. He walks as 
though his legs were stiff. He raises his feet but little, and every now 
and then his toes strike or scraipe the ground. In other words, his 
gait is spastic, — ^not excessively so, it is true, but sufficiently marked to 
be very noticeable. When I now examine the knee-jerks I find them 
decidedly exaggerated. This observation is, of course, in harmony 
with the gait ; and I may say here that the spastic gait with exagger- 
ated tendon reflexes is very commonly met with in this disease. 

Examination of the cutaneous sensibility yields in this instance 
a negative result, though occasionally, especially in advanced cases, 
ansesthesia, or more or less marked impairment of sensation, may be 
found in the feet and legs. The patient's eyes, too, fail to reveal symp- 
toms, though in many cases nystagmus is present and has probably 
the same value as the tremor of the extremities. Occasionally there 
is irr^ularity in the action of some of the muscles of the eyeballs, or 
there is inequality of the pupils, or even blindness. Fixation of the 
pupils, on the other hand, is rarely observed. Occasionally there is 
some peculiarity of the speech, which may become halting, jerky, 
monotonous, and indistinct. This is, however, not observed in our 
patient. Subjective symptoms are very few, and, with the exception of 
headache met with every now and then, pain is not complained of. 

In cases that are examined post mortem a characteristic lesion 
is found. Foci of sclerosis are found scattered through the white 
substance of the hemispheres, in the walls of the lateral ventricles, in 
the corpus callosum, in the crura, in the pons, in the medulla, and in the 
cord. They are grayish white in color, somewhat more resistant than 
the adjacent nerve-tissue, and upon exposure to the air turn to a pinkish 
hue. Examined microscopically, they show proliferation of the con- 
nective-tissue elements, while the nerve-fibres have partly or entirely 
disappeared. It is exceedingly probable that the disease has its origin 
in multiple foci of inflammation in the neuroglia, and that little by 
little the nerve-fibres are mechanically interfered with, gradually re- 
duced in number, and finally obliterated. It is an interesting fact to 
note in this connection that the axis-cylinders are preserved long after 
the disappearance of the medullary sheath. The location of the foci 
of sclerosis is not subject to any known rule, and in this i*espect the 
disease differs absolutely from systemic or tract degeneration. In the 
latter the disease follows the motor or sensory or other paths as the 
case may be, and has its origin primarily not in the neuroglia, but 
in the nerve-tubules themselves. It happens, however, that when in 
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multiple sclerosis the fibres of a patch have been completely destroyed, 
secondary d^eneration takes place in the fibres beyond, so that we 
have here and there tract d^enerations added to the insular disease. 

Various theories have been offered to explain the tremor in these 
patients. Charcot supposes an impaired and irr^ular conduction of 
nerve-impulses to exist in the sclerosed areas, but it is perhaps better 
to admit that no specific explanation can in the present state of our 
knowledge be given. That the patients frequently present a spastic 
gait, and that the knee-jerks are exaggerated, is in harmony with the 
frequent interruption of fibres of the motor tract by the patches, and 
also with the consequent motor-tract d^enerations. 

Hoarding treatment, I will leave you to judge for yourselves. 
No specific treatment is of avail. The little that can be accomplished 
must be accomplished by such means as maintain the general health, 
— tonics, a liberal diet, change of air, etc. It should be remembered 
that, though the disease is progressive, there are not infrequently long 
periods of remission, and to favor and prolong these, if possible, 
should be our aim and hope. 

The next patient that I bring before you is a man, a sailor, sixty 
years of age. Last October, while in good health, he fell down the 
hatchway of a vessel, a distance of sixteen feet, striking upon the head 
and left shoulder. He is a heavy man, weighing two hundred pounds, 
and, as might be expected, he was much shocked by the fall. When 
admitted, he complained of great pain in the shoulder and back. 
Upon attempting passive motion of the shoulder the pain was made 
much worse, while the back was very sensitive to deep pressure, es- 
pecially in the lower dorsal and lumbar regions. He was weak, 
nervous, and depressed, and sweat very freely. The point of special 
interest, however, in his case is that a marked tremor became estab- 
lished in the left arm and shoulder. This is very evident as he stands 
before you, and you further see that it is made slightly worse by 
movements The arm also is somewhat colder than its fellow, while 
the hand is slightly livid. 

We have here an interesting illustration of tremor following shock, 
or traumatic tremor. The man, as already stated, suffered from gen- 
eral shock, but this shock is accentuated in the left arm. This is an 
instance of what might properly be called local shock. The trauma 
has so affected — probably in a reflex way — the motor, sensory, and 
trophic centres that preside over the limb as to result in a general dis- 
turbance of function. This disturbance is of course in the direction 
of depression : it is an expression of local weakness. This is illus- 
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trated first by the marked dimiDution in the power of the grip ; sec- 
ondly, by the tremor; thirdly, by the evident loss of temperatnre ; and 
fourthly, by the loss of tone in the vessels, as evidenced by the Hvidity. 
The pain on pressure on the back and also here in the neighborhood 
of the shoulder-blade is indicative of severe ligamentous and muscular 
sprain. 

How shall we treat a case of this kind ? Evidently rest is the first 
essential of treatment ; and secondly, gentle massage of the arm and 
shoulder, and, later on, faradic electricity. The tendency to chro- 
nicity in a case of this kind is shown by the fact that these symptoms 
are still very marked, upward of four weeks after the accident. 

The third and last patient I have to show you is likewise one who 
presents a traumatic tremor. The history of the case is as follows. 
G. T., aged forty-six years, single, and an upholsterer by trade, was in 
good health up to October 22, 1890. On that day he was sitting on 
the rail of the South Street bridge. His hat blew off, and, letting go 
his hold upon the rail to catch his hat, he lost his balance and fell a 
distance of thirty feet upon a mound of earth. He struck upon the 
back and head, became unconscious, and remained so until he found 
himself in the University Hospital, to which he was removed on the 
same day. He was at first very much confused, and suffered intensely 
from pains in the back and head, and his entire body seemed to 
tremble. On October 27 he was transferred to our nervous wards 
here. When first seen by me he walked into the office of the nervous 
pavilions. He walked without assistance. He seemed, however, weak, 
and his steps were evidently shorter and slower than normal. He 
stripfied himself to the waist without help. He complained of pain 
in the lower dorsal and lumbar regions, and deep pressure there revealed 
great soreness. Marked pain was also elicited in this region by bend- 
ing the trunk forward and backwai'd and to either side, and also by 
rotating the upper portion of the trunk on the lower, the hips being 
firmly held by an assistant. Further, if, while he was standing erect, 
a mild blow or push were sent from the top of his head down the spinal 
column, he would also give evidences of great suffering. Marked 
spasm of the muscles of the bac;k was also noted in the lower dorsal 
and lumbar regions during attempts at movement. In addition, there 
was marked and uncontrollable tremor of both arras and shoulders. 
He also complained of headache, and seemed much depressed. 

He was at once placed in bed on the " rest cure." Milk in as 
large quantities as he could take was given, and for a time massage 
was attempted, but this, owing to the painful condition of the back, 
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had to be abandoned. However, instead of improving, his symptoms 
steadily increased in severity. Uis back became more and more 
painful. The muscles soon attained a condition of almost constant 
spasm, and as a conseqaence the back grew very rigid. In addition, 
the back also became very sensitive to even very slight touch. Ex- 
cessive sweating also set in gradually, and tremor became more pro- 
nounced than ever. Four weeks after admission only did his symp- 
toms attain the maximum of their severity. The man was now thor- 
oughly and abjectly miserable. He was excessively depressed, cried 
easily, complained of headache, said that he could not sleep, dreamt 
sometimes that he yfBS again falling from the bridge, heard the ringing 
of bells and hissing noises in his ears, trembled worse than ever, had 
difficulty in passing water, and frequently had sharp pains shooting 
through his back and head, and even in his abdomen. In addition, 
there was now decided loss of sensation in both feet, and he was utterly 
unable to stand. His weakness was extreme. Sweating was excessive, 
the bowels were constipated, and the knee-jerks much exaggerated. 

As the man lies upon his side with the back exposed, you are at 
once struck by the unusual prominence of the muscles. His muscles 
are not naturally very large, but at present they stand out like cords. 
Touching them, we find that they are very hard, and, in addition, very 
painful. Everywhere the back is exquisitely sore, but especially in the 
upper lumbar and the lower dorsal region. You just saw me touch him, 
and now I show you my hand. You see that it is quite wet. The 
man is sweating profusely. Looking at his countenance, you see how 
anxious and drawn it is, — how expressive of suffering. See how he 
trembles I The slightest movement provokes tremor, not only of the 
arms and hands, but also of the entire back. 

When he speaks, you notice that he does so with difficulty. He 
talks in a short and jerky manner, as though it gave him ])ain in the 
back. It evidently causes him considerable effort, and tires him very 
much. Whether there is here a psychic element at play, or whether 
the effort causes the spasm to radiate to the chest-muscles and dia- 
phragm, it is impossible to say. The latter view, however, seems to be 
the more probable. 

What has been the injury in the present case? Evidently there 
has been no fracture and no dislocation. There can be no doubt, 
however, that there is here a deep-seated injury, one involving the liga- 
ments of the spinal column, or the muscles, or probably both. Prac- 
tically, it is impossible to distinguish between the injuries of these 
structures, nor is it important We should remember, in thinking of 
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the muscles^ that they are normally in a state of tension, especially 
when the trunk is erect. Indeed, the physical condition presented is 
that of a bow with many strings. It is not difficult to understand 
how under these circumstances jars and blows should cause serious 
though perhaps minute strains of the muscles, especially at their ten- 
dinous insertions. In other words, we have here an instance of badly- 
sprained back. The muscular spasm and rigidity are to be accounted 
for in the same manner as the muscular s|)asm observed in a sprained, 
a dislocated, or a broken leg. 

In addition to these symptoms' of physical injury we have symp- 
toms indicating that the man has suffered severely from shock. We 
have great weakness, tremor, sweating, inability to properly expel the 
urine, mental inertia, tinnitus, etc. This condition is now spoken of as 
traumatic asthenia or neurasthenia, but I for my part fail to see that this 
is an improvement on the term used by the older surgeons, — namely, 
chronic shock. Certainly the old term is far more expressive. The 
mental depression is, perhaps, what we should exj)ect under the cir- 
cumstances. 

An interesting problem presented by this case is, why the symp- 
toms did not attain the maximum of severity until several weeks after 
the accident. It seems to me exceedingly probable that there was 
hjere a direct extension of inflammation from the original site of the 
trauma along the sheaths and tendons of the muscles. It is difficult to 
escape from this inference, inasmuch as there was a marked spread in 
the area of pain on deep pressure. Hand in hand with this, there was 
beyond a doubt a radiation of the muscular spasm, not only to the 
immediately adjacent muscles, but even to those of the shoulder and 
abdomen. 

What is the future of this |)atieftt ? That is something I cannot 
answer. He is evidently a very badly iiyured man, and judging from 
the time that has already elapsed, some four months, it is probable that 
early recovery will not take place. The chances are, however, that he 
will eventually improve, though this improvement will be very slow 
and gradual. Whether complete recovery will take place I cannot say. 
I regard it, however, as improbable. It is not unlikely that after the 
lapse of months and years traces both of the injury and of the shock 
will be left. 

This case is especially interesting because the injury closely resem- 
bles those which are so oft^n received in railway accidents. Indeed, 
this case is, properly speaking, really an instance of a " railway spine/' 
and doubly interesting because of the absence of all litigation. 
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CLINICAL LSCnntB DBLIYIBED AT THS HOSPITAL FOR THB IN8AKB. 

BY GEORGE L. SINCLAIR, M.D., 

Assistant Superintendent, Hospital for the Insane, Halifax, Nova Scotia. 



Gentlemen, — By epileptic insanity we mean that form of mental de- 
rangement in the antecedent history, in the manner of invasion, and in the 
further development of which we recognize an intimate connection with 
the epileptic neurosis. Only a small number, comparatively speaking, 
of epileptics become insane, and the mental derangements of these may 
assume the form of maniacal excitement, of mental depression or en- 
feeblement or dementia, of delusion, perversion or perversions of the 
moral being. Any one or more of these states may be revealed by the 
patient. Ordinary epilepsy is more common in the female sex, but at 
this time, of our total cases of epilepsy, only a small fraction are females. 
The periods marking the occurrence of puberty in the male and the 
establishment of menstruation in the female — say, between thirteen and 
sixteen years of age — are especially dangerous in the lives of patients 
who have a neurotic ancestral taint An hereditary taint of epilepsy 
or insanity can usually be traced in one-third of the cases, and about 
one epileptic in ten is liable to be a sufferer from epileptic mania. 
Leaving out hereditary and traumatic causes, fright in persons under 
ten years of age and excessive mental worry in those who are older are 
the commonest exciting causes. It is a difficult thing, though, to trace 
the cause of the first fit. The public have a dread of acknowledging 
any predisposition either to epilepsy or insanity, and r^ard an ancestral 
weakness in either of these directions as something akin to disgrace. 
Cases beginning in infancy usually are assigned to tlie irritation of 
teething, and of late years eye-strain in both children and adults has 
come to the front as an exciting reflex cause. No matter what the 
cause, the disease is very serious and the prognosis unfavorable. 

Books usually class epilepsy among the functional nervous diseases. 
If the pathological investigations of Bevan Lewis are correct, there is 
an anatomical lesion. Those thus fitr seen as gross changes in the 
Vol. L Ser. 8.-9 129 
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brain and it8 membranes are as likely the results as the causes of epi- 
lepsy. Bevan Lewis, by microscopic investigation, finds evidence of 
degeneration in certain of the brain-cells of the cortex. ' The cells of 
the second layer, characterized by the large size of their nuclei, and to 
which he assigns special inhibitory powers, undergo changes and their 
nuclei are removed by fatty degeneration. To this the term vacuolation 
is applied. The ganglion -cells of the fourth layer, which he regards 
as especially motor in function, are also degenerated, readily parting 
with their nerve-force, of which they appear to be reservoirs, and 
which, owing to the loss of control from the changes in the cells of the 
second layer, is delivered as a " sudden, rapid, excessive, and occasional 
discharge," constituting the phenomena of the disease. I think that 
the view so long advocated by Hughlings Jackson, that epilepsy is the 
result of such an explosion of nerve-force occurring in the cells of the 
cortex of the brain, is now generally believed. For a long time the the- 
ory advanced was that known as the vaso-motor, by which was meant 
that the loss of consciousness and the convulsions of epilepsy were the 
result of vaso-motor excitement causing spasm of the cerebral arteries 
and sudden ansemia of the brain. We still acknowledge that cerebral 
ansemia can have such accompaniments, but we do not think that the as- 
sertion that the brain is anaemic when a convulsion occurs can be proved. 
Pallor of the face no more indicates this condition than suffusion the 
opposite state. With all the knowledge that has been accumulated of 
late years, I think we need have no hesitation in accepting as fact that 
an epileptic seizure is the result of a sudden, rapid, and excessive ner- 
vous discharge, and the recent investigations of Victor Horsley limit 
this discharge to the cells of the cortex, and show that a condition of 
congestion, not ansemia, exists at the time. Among the insane this dis- 
charge is attended with an expenditure of force out of all proportion 
to the normal physiological outlay, and wholly inconsistent with the 
continued healthy activity of the parts concerned. It may occur in any 
part of the brain ; may begin in one and spread to other regions, and 
so may give an almost endless variety of motor or sensory effects. 
The general division of idiopathic epilepsy is into major and minor 
attacks, or the petit mal and grand mal. In the former, motor effects 
are less evident than sensory ; hence this variety of the disease is more 
dangerous to mental stability than the grand mal and is more apt to 
be followed by insanity. Grand mal in epileptic insanity is usually 
very severe and the convulsions are terrible to witness. For the last 
year, on the male side of this hospital, the insane epileptics have been 
gathered into one ward. They are a class with many objectionable 
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traits. Tbey need special supervision day and night, and we can cany 
this out best under our present plan. We have a night nurse for this 
ward, and we feel sure that under our existing method the best interests 
of the patients and the house generally are subserved. We have only 
three female epileptics and eleven males. Their ages range from nine- 
teen to sixty years, and their appearance varies from that of simple 
indifference and dementia to that of any ordinary man. Their physical 
condition, as a rule, is good. Some are robust, healthy-looking men. 
Two of them are hemiplegia In one case this condition antedates, in 
the other (a case with an hereditary history of insanity and epilepsy) it 
has post-dated his epilepsy. In some, marks of old injuries about the 
face, caused by the fall in the beginning of the fit, are to be seen. A 
woman's nose is flattened down and her forehead is bruised, as she 
always pitches forward with great violence, striking that portion of the 
head. I have seen cases of petit mal free from occasional attacks of 
grand mal. Here is the history of such a case. 

G. N. — She is thirty-five years of age, has been an inmate here for 
four years, and was sent because she was subject to violent outbreaks 
of temper, during which she committed several serious assaults, of 
which she afterwards said she had no recollection. She had not 
been seen to have any kind of fit, though at times she was said to be 
dazed. There is a family history of insanity, none of epilepsy; her 
mental development is iK)or, and she is duller and more stupid now 
than when she came in. Shortly after her arrival, during my visit to 
the ward in which she was, I noticed her engaged knitting, walking 
about while at work. Suddenly 'she dropped her work, ceased walking, 
and looking at her I noticed her face was pale, the muscles of the left 
side twitched, her pupils dilated ; then the face flushed, her hands were 
raised, and before she could be checked she nearly succeeded in re- 
moving her clothing. In a few seconds she started forward, her pupils 
contracted to normal size, she drew a long breath, looked around in a 
startled and surprised way, regained possession of her knitting, and 
recommenced work. The whole attack scarcely lasted as long as I 
have taken to tell it. I gave special directions to the attendant to 
note the recurrence of such symptoms. She said that she had seen her 
often in the same state, and that sometimes, instead of unbuttoning her 
clothes, she would take ofl* a slipper and strike savagely at any one 
within reach. She volunteered also the information that when spoken 
to r^arding her acts she denied having committed them. This was a 
case of petit mal, but did not continue as such, for a few days afterwards 
I was summoned to the ward and found her in a typical attack of 
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grand mal. Her seizures have continued ever since. There is no 
regularity, but almost every day she has several attacks of petit mal 
and much more rarely of grand mal. 

As illustrating the grand mal variety, with fright as an exciting 
cause, we have a patient, an Indian lad, nineteen years old. Five years 
ago he was very much frightened by seeing a man fall from a canoe 
and, before aid could reach him, drown before his eys. Several weeks 
later he had his first attack of epilepsy. His seizures increased rapidly 
in number, and of late an attack of epileptic mania has followed each 
set of seizures. He has intervals when he is free from fits, but at 
other times he is so violent that he has been sent to us for ti'catment. 
He is rapidly deteriorating mentally, and we see no improvement in 
the variety or the severity of the fits or the after-effects. Another 
similar case is a man, of thirty-four, who when ten years of age was 
attacked by a dog and very badly frightened. Some time later he had 
an epileptic seizure, and ever since, at intervals, the fits have returned. 
He has developed at times much violence, both immediately before 
and after the attack. In his case there is no history of ancestral taint. 

Another man, aged fifty-three, who has been a patient here for 
many years, has attacks of grand mal occurring almost always at 
night, or rather towards morning. A series of epileptic fits is suc- 
ceeded by a maniacal condition lasting from a week to ten days. 
During this he is noisy, abusive, and very violent. He says he has 
no recollection of what he has done when he gets better. He is a 
strong, robust man, a religious bigot, and, even when comparatively 
well, a complaining, fault-finding, hypochondriacal patient. 

The usual phenomena observed in ordinary epilepsy are present 
in our patients. First the cry, which varies from a moan to a shriek, 
then the fall, with tonic spasm and cessation of respiration, succeeded 
in a few seconds by clonic spasms, which begin as tremors or twitch- 
ings and rapidly pass into violent jerks, champing of the jaws, escape 
of froth^-often bloody — from the lips, and an involuntary passage 
of urine, more rarely of fteces ; then a gradual restoration of normal 
respiration, a lessening of the jerks, and, when they cease, a look 
of vague dread in the face, a feeble effort to get up, ending in the 
patient's falling back and going to sleep for a varied length of time. 
The face is usually bathed in sweat, and frequently this is strongly 
odorous. After the sleep the patient may appear merely stupid, or go 
into a state of automatism or of mania of variable duration, or resume 
the ordinary condition which existed before the seizure. There is apt to 
be a periodicity in the occurrence of the fits. Our night nurse thinks 
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that they are worse during the increase of the moon ! The number of 
fits occurring during a period varies from two or three to many more. 
The Indian lad will sometimes have ten or twelve in twenty-four 
hours, and this will continue four or five days and nights. During the 
last y^r he has had at night three hundred and twenty and during the 
day one hundred and fourteen fits. 

In some cases also the status epilepticus may set in, — a most serious 
condition. In it the convulsions recur with no interval of conscious^ 
ness, the temperature rises as high as 106° or 107° F., evidences of 
pulmonary complication appear, and the patient is apt to die. 

I had a man here who died in this state after having had three 
hundred and sixty-five fits in twenty-four hours. Towards the end 
they were less severe, till finally they seemed more of the nature of 
spasms than pronounced convulsions. The fits are not always followed 
by acts of violence. In some cases they seem actually to result in 
calming the individual, clearing the mind by a nerve-storm as we see a 
thunder-storm clear the atmosphere on a murky summer day. At- 
tendants learn this, and will tell you, in speaking of some patient who 
is specially irritable, '^ Oh, he is going to have fits, and will be all 
right after that." While many of our {mtients have certain premoni* 
tory symptoms preceding the epileptic seizure by longer or shorter 
periods, a distinct aura cannot often be discovered. Perhaps the men- 
tal condition prevents them appreciating the meaning of my question, 
or prevents them explaining such sensation if it occurs. The pre- 
monitory signs occur frequently as peculiar sensations in the head, 
discomfort or actual pain, or in the digestive tract a feeling of fulness 
or an attack of diarrhoea. Marked change of ordinary disposition is 
frequently seen. In rare cases it takes the form of hilarity, excessive 
talkativeness, or unprovoked laughter. As a rule, though, in my 
experience, there is irritability, moroseness, attacks of unprovoked 
violence upon any one within reach, complaints of ill treatment and 
of being unfairly dealt with. 

In one of our patients there is an aura. He says just before 
having a fit he feels his stomach distend, that the wind passes to his 
brain, and he remembers no more. A woman, now dead, had a visual 
aura. She saw a red light over her left shoulder. When first seen it 
was not larger than her fist It approached rapidly, growing larger, 
and finally a figure of a woman emerged from it, who struck her on 
the head and she became unconscious. One of our men is much 
troubled for hours before a convulsion occurs with auditory hallucina- 
tions. He hears people calling him, threatening to shoot him, and he 
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becomes furiously pugnacious in his efforts to defend himself. A 
peculiarity which we see is a marked exaggeration of religious feeling. 
One of our men spends hours on his knees reading his prayer-book or 
Bible, but his religion is false and utterly lacking in the charity of 
which St. Paul spoke. He is a bigot of the worst kind, and classes 
the members of other sects in the same category as the devils who 
later on persecute him. There is in these people also an inclination 
to exaggerate their pains and aches, giving rise to a marked condition 
of hypochondriasis. Every little symptom of physical discomfort is 
enlarged and dwelt upon. No doubt they do have some of the ills 
of which they complain, but it is their mental state which causes them 
to regard these trivial or serious symptoms as the most terrible that 
mortal man or woman was ever called upon to endure. 

Another peculiarity commonly seen among the insane epileptic is a 
marked inclination to steal. We have one man who will take any- 
thing he can lay his hands on, and even strip his fellow-patients of 
various articles of clothing and devote them to his own use. This 
brings me to still another feature in the histories of sufferers from 
epileptic insanity : that is a propensity to lie. It may take the form 
of simply denying their own acts, or of making false charges of vari- 
ous kinds against attendants or fellow-patients. Of course I do not 
mean that they knowingly lie, but they imagine things which have 
never occurred, or they misconstrue those that have, and in either case 
draw wrong conclusions, which they asseil;, believing them to be facts. 

Finally, I would refer to the acts committed by epileptics while in 
the unconscious stage of epilepsy, or the automatic condition which 
succeeds it. These acts are of great importance from a medico-l^al 
stand-point. I have seen patients walking about the wards, avoiding 
obstacles, picking up and secreting articles, and yet perfectly uncon- 
scious of what they were doing, and then falling in a fit. At times 
an amount of appai*ent premeditation exists which makes it difficult to 
believe that the act or acts are involuntary or not deliberately planned. 
The epileptic is very sly, and often keenly alive to the fact that if 
charity covers a multitude of sins, insanity covers them all, as a lunatic 
of this class once informed me. The automatic acts aft^r a convulsion 
vary greatly as regards their variety and harmlessness. They are a 
very dangerous feature in the disease, and some of the most diabolical 
crimes have been committed by epileptics in this state, — such crimes, 
of course, being far more apt to occur outside than inside the walls 
of a hospital. It has been noticed, too, that the act or acts, the ideas, 
delusional or otherwise, prevailing at the preparoxysmal stage are 
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likely to become operative in the post-epileptic automatism. Even 
words and expressions used immediately preceding a seizure are re- 
peated immediately after. Time will not permit me to dwell longer 
on this subject, but I would like to say that, in observing the symp- 
toms in epileptic insanity, we must guard against allowing the things 
which are seen to distract our minds from the careful study of those 
that are unseen. A characteristic of the disease in lunatics is the 
brutal nature of the discharge of nerve-force. We can see this in the 
violence of the visible motor disturbance. How can we tell how 
much destruction of will-power occurs if the discharge originates in 
the sensory r^ion or spreads from the motor r^ion to the sensory ? 
Motor convulsions are an objective sign, involuntary movements or 
convulsions are also plainly visible, but not so with the sensory effects 
of a nerve-discharge. Why should this not paralyze the higher, re- 
straining mental functions, and allow the substratum of brutality to 
take possession of the man? Undoubtedly this happens; and I 
endeavor constantly to impress upon those who have charge of our 
epileptic patients that, no matter how premeditated a wrong act ap- 
pears, it is probably just as involuntary, quite as much beyond the 
control of the patient, as are the convulsions which they witness in the 
muscular sphere ; that both, in fact, are due to the same cause, and both 
are part and parcel of the general cerebral instability of the sufferer. 

I can only allude to two other interesting phases of epileptic in- 
sanity, — what are called the inter-paroxysmal states and the medico- 
l^al aspects of the disease. As r^ards the first, the mental condition 
after the ending of a series of seizures and before the banning of 
the premonitory symptoms of another series — the duration of which 
state varies in different cases — also varies greatly. Some few patients 
recover what may be called a perfectly normal condition of mind. Na 
intellectual or emotional change can be detected, and they are quite capa- 
ble of correctly performing their ordinary work. A stranger seeing 
such a case at this time would wonder why it was in an asylum. It 
is because of their instability, because there are periods in their lives 
when to have them at large would mean danger to themselves and 
others. We had a patient here who during this period was a valued 
contributor to the press, and whose articles upon the live questions of 
the day showed unusual keenness of intellect, and yet who at times 
became homicidal in his vicious propensities. There are others who 
recover a d^ree of their former mental vigor, but who continue ta 
harbor delusions, or whose emotional sphere is never evenly batanced* 
Another class, comprising the most objectionable and the most danger- 
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0U8 lunatics with whom we have to deal, exhibit throughout these 
intervals strong intellectual perversion. Their passions are always 
rife, and upon the least provocation they are guilty of acts of desperate 
violence. 

Finally, there are the epileptic dements in whom there appears to 
be nothing left of the higher nature, whose only desire in life is to 
gratify the lowest and most brutal passions. They are perhaps the 
most repulsive people with whom we come in contact. There appears 
to be no rule tliat can be laid down as to what the effect of epilepsy 
will be upon the intellectual life. One thing only appears to be cer- 
tain, — ^that this form of mental disease is practically incurable. 

As to the medico-legal aspect, it is most interesting, because epilepsy 
is a disease liable to exist among the criminal class, and among these to 
evolve an impulsive form of insanity in a nature already d^raded. 
How far does the existence of epilepsy render its subjects irresponsible 
for crime? This is a difficult and delicate question. The disease has 
no uniform series of symptoms, and there are various degrees of mental 
impairment among its victims. As I have said, some patients have 
practically no defects except immediately before and after their seizure. 
I see no reason why such should not be held responsible for crimes 
committed in their lucid intervals. We must not assume, because 
a patient is epileptic and has at times mental disturbance, that he is 
necessarily irresponsible for his acts in the intervals between his attacks. 
The proximity of a wrong act to a seizure favors the idea of mental 
impairment at the time of commitment, but we must always remember 
that the mental disturbance following a fit is different in different 
cases. If we are asked if a man who is perfectly sane a week afler a 
fit can be irresponsible for an act committed a day after a fit, we can 
say, " Yes." Suicidal and homicidal acts are committed subsequent to 
epileptic seizures, as the result of automatism or as an uncontrollable 
impulse without motive, or during the fury of epileptic mania or insti- 
gated by the promptings of a deluded mind. I have already referred to 
the automatic acts .of the epileptic. Their impulsive acts are like explo- 
sions, and, being dictated by a leading idea, brook no denial. Some- 
times epileptics realize this, and will ask to be put under restraint, so 
as to prevent the committing of acts which they feel powerless to resist. 
An impulsive act has not only great suddenness, but generally an entire 
absence of motive. Finally, if crime seems due to a deluded mind, we 
may find that the delusion existed prior to the epileptic attack, and was 
acted upon afl^r the fit and before consciousness was fully r^ained. 
Bevan Lewis says, — 
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^'In deciding the question of responsibility we should ask our- 
selves, — 

<< Was the act characterized by complete automatism ? 

'^ Was the patient suflBciently conscious to recognize its nature? 

** Was he sufficiently conscious to recognize its criminal nature,— 
that is, the distinction between right and wrong and the probable issue? 

*' Or, if the latter was the ease, was it the outcome of insane delusion 
or perpetrated as a purely uncontrollable impulse?*' 

But remember, epilepsy is sometimes feigned, even to the extent 
of actually inflicting personal injury by falling in some public place. 
By the professional eye, in time, the fraud would be detected. The phe- 
nomeua of the seizure cannot all be assumed, even by the most expert 
actor. The pallid face, the dilated pupil, the clonic spasms, cannot be 
simulated. Still, when a criminal, possibly accustomed to associating 
with genuine epileptics, assumes the characta* of epileptic insanity, it is 
very difficult of detection. Epileptics are very sly and cunning, and 
have been known, as a means of obtaining some privil^e or indid- 
gence, to act a condition of mind not actually present. Watchful, in- 
telligent supervision, extending over a considerable period of time, is 
the only means of deciding in some cases the genuine from the false. 

The prognosis of epileptic insanity is uniformly bad. I never 
knew a case of mental recovery occur. In speaking of prognosis, we 
must bear in mind that we refer to the chance of recovery from the 
epilepsy and not the duration of life. Epileptics are frequently long- 
lived, especially if they are so placed that the danger of accidental 
death is reduced to a minimum. Barring such accidents as drowning 
or suffocation, with good care, life is frequently prolonged to a ripe 
old age. 

Now as to treatment. Our object should be, if possible, to lessen 
the number of fits, to control the violent symptoms, to maintain the 
general health, and to guard against accident The bromides, notably 
that of potassium, are the remedies from which we have the best results 
in the first indication. I think, given twice a day, in doses from twenty- 
five to forty grains in plenty of water, bromide of potassium is the best 
treatment. It is a drug which is slowly eliminated and does not rapidly 
produce its effects. We combine it with tincture of digitalis or liquor 
arsenicalis when the tendency to produce acne is very decided. We are 
now trying the combination of antipyrin and ammonium bromide in 
certain cases. We cannot yet speak definitely as to its effect. The coal- 
tar series — phenacetin, antipyrin, or acetanilide — ^have not acted well 
with us. For the status epilepticus, chloral in large doses is useful. 
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Nothing in my hands has succeeded so well as morphine sulphate^ 
grain one-third, by the skin. For controlling the violence, I think 
seclusion, with hyoscine hydrobromate, grain y^, the best treatment 
The greatest good of the greatest number must be studied, and an im- 
pulsive insane epileptic is a danger to friend and foe. Sometimes tinct- 
ure of cannabis indica and bromide of potassium act well as calmatives. 
Epileptics are frequently large eaters. I reduce their diet, especially 
in the matter of animal food. This is a very important point. . An 
occasional purge of pulverized jalap and calomel does good. Milder 
aperients should be used to overcome constipation. Fresh-air exercise 
is very desirable and should be insisted upon. Employment in the 
garden or field is serviceable in suitable cases. At night epileptics 
should sleep in a ward with a special night nurse, who should visit 
them frequently and be prepared to prevent such an accident as suffo- 
cation during a fit, report the number of fits, and generally look for 
and guard against accidental or intentional injury. Finally, an exam- 
ination of the eye should be made with reference to defects in that 
organ or its appendages, and if such are found they should be remedied 
by the proper treatment. Still, I never regret when our population is 
reduced by the death of one of these people. 
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Gentlemen, — Following the intention expressed in a previous 
lectare, I shall speak a little further on the interesting and important 
subject of the neuralgias of the fifth pair by dwelling somewhat more 
at length upon three points, — viz., their pathology and pathological 
anatomy, their treatment by operation, and the peculiarities of the neu- 
ralgias of the first division of the fifth as compared with those of the 
second and third divisions. 

As r^ards the matter of pathology, the amount of literature is 
small and the actual facts at our command are practically the following : 
Degenerative and inflammatory changes of various kinds have been 
found in a number of excised nerves, and the histological appearances 
described by Schweinitz, Horsley, Dana, Rose, and myself. These 
changes are liable to affect in varying d^reds the nerve-fibres them- 
selves, the connective tissues, and the blood-vessels. As regards their 
origin, that is still a matter of question, and probably varies greatly 
for different cases. The history of a case frequently suggests that 
the nerve-filaments have suffered some injury at their peripheral ends, 
as from the disturbances of the teeth, of tlie dental canal, or of the 
mucous membrane of the eye ; but Professor Rose,* of London, who 
has written the latest work upon this whole subject, says that he has 
found chronic interstitial changes in the nerve-ganglia, and to these 



> London Lancet, January 9, 1892, et seq, 
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the changes in the nerve-fibres might readily be secondary. The thick- 
ening of the blood-vessels has been dwelt upon by Professor Dana, 
of New York, and in a recent communication by myself. A general 
thickening of the arteries was also found in the whole area of a 
supra-orbital neuralgia by Thoma, whose opinions on this subject 
are especially valuable, as he has made a special study of vascular 
diseases. Dr. Dana thinks that the vascular affections are the most 
constant, and in many cases probably the primary change, and failed 
to find evidence of nerve-degeneration in most of his cases, and it 
was wanting in some of mine. On the other hand, a long-continued 
congestion is liable to cause arterial disease, and in this way the thick- 
ening might be secondary to the vaso-motor dianges which so often 
complicate neuralgic attacks. It might, also, be secondary to the 
nerve-d^eneration, as forming a part of a substitutive sclerosis. 
Even if this be so, we have obviously a vicious circle, for, however 
initiated, the disturbance of circulation brought about through the 
arterial disease would be certain to impair the nutrition of the nerve, 
and make it fall a prey more readily to degenerative or toxic influences. 
I say toxic, because it is quite possible that when the peripheral nerve- 
fibres are injured by disease of such organs as the teeth or the eye, toxic 
materials are introduced within the nerve-sheath which cause an exten- 
sion of the neuritis upward. The same explanation has been offered for 
the progressive and intractable neuritis of the stump after amputationSi 
and Horsley adopts it as accounting in part for the return of the pain 
after operations on the fifth nerve, an outcome which more perfect asep- 
tic precautions might perhaps prevent. It is highly probable that one 
prominent cause of disease of the fifth nerve, and one which at the 
same time explains its more frequent occurrence in advanced years, is 
that the bony canals through which the nerves pass are liable to become 
obstructed or narrowed to a greater or lesser degree. In a similar 
way, exostoses are liable to form in the neighborhood of the Gasserian 
ganglion. 

My own view as to the pathology of these neuralgias is that we 
usually have to reckon with disease both of the nerve-centre and of 
the nerve itself. It is the disease of the nerve-centre (not necessarily 
gross disease) that gives each neuralgia its peculiar characteristics ; it 
is the irritation coming from the diseased ner\'^e that keeps the nerve- 
centres in their abnormal state. Either one of these conditions may 
have been the cause of the other, — that is to say, the simple occurrence 
of what has been termed " nerve-storm" is liable to set up changes in 
the peripheral nerves, and, on the other hand, irritation of the periph- 
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eral nerves is liable to set up typical neuralgias, especially in persons 
predisposed to them. It may be of interest, in connection with this 
question of pathologi- 
cal anatomy, to show ^^^' ^* 
some plates illustrat- 
ing some observations 
of my own. 

Fig. 1 represents 
the almost complete 
conversion of the 
nerve-bundle into nu- 
cleated wavy connec- 
tive tissue. The sec- 
tion is cut obliquely, 
so that A represents 
a longitudinal por- 
tion and B, B trans- 
versely cut portions. 
Altered nerve-tubes 
are here and there to be seen. The sheath of the nerve is thickened, 

Fia. 2. 

Ji 



Fig. 2 represents an obliterated artery from the connective tissue 
surrounding the nerve and forming its sheath. Ay external limit of 
the artery ; By muscular coat of the artery ; C, fenestrated mem- 
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brane. The mass forming the centre is fibrillated and contains a 
number of nuclei, and is continuous with the remaining coats of the 
artery at the left-hand side^ where the fenestrated membrane seems 

broken through ; also at other points. 
^^^' ^' Other arteries in the neighborhood of 

this one, all of them of large size, are 
in a similar condition. 

Fig. 3 represents nerve-tubes of 
larger (A) and smaller (C) size, giving 
to the section a strikingly-mottled look. 
The large tubes are of several times the 
normal diameter, and are filled with a 
granular substance, sometimes with and 
sometimes without the remains of 
altered axis cylinders. The small tubes 
are apparently perfect in structure, and 
may possibly be newly-formed fibres. Between the nerve-tubes are 
large numbers of nuclei (B). 

Fig. 4 is an enlarged view of a portion of No. 3. A, normal 
nerve-fibres; B, altered nerve-fibres. Numerous nuclei occupy the 
space between the fibres. 

Fig. 5 is a jwrtion of the external sheath showing the relation of 
small nerve-fibres {A) to the blood-vessels. Many of the fibres of 
these small nerve-bundles seem to have been destroyed and their 
places taken by connec- 
tive tissue. It seems ^ 

not improbable that the 
force of the blood, beat- 
ing against the altered 
nerve-fibres lying within 
the sheath, is a promi- 
nent cause of pain. This 
view is endorsed also by 
Rose. 

As regards the next 
point, — the treatment of 

these serious neuralgias by operation, — T wish only to emphasize what 
I said in the previous lecture, — viz., that the progress of surgery has 
made it possible to use this treatment with great success and with com- 
paratively little danger ; so that it is a mistake, in most cases, to post- 
pone it until the patient has been weakened by prolonged suffering and 



Digitized by 



Google 



NEURALGIAS OF THE FIFTH PAIR. 143 

the use of powerful anodynes. Furtliermore, it appears that the deeper 
operations give much more lasting results than the superficial operations. 
The recent observations by Rose and Horsley, to which I have several 
times alluded, fully bear out this view. By deep operations, I mean the 
section of the second and 
third divisions at the 
foramen rotundum and 
ovale, the avulsion of 
the nerves after section, 
and the operations on 
the Gasserian ganglion 
and main nerve-root. 

The experience of 
surgeons in this neigh- 
borhood with regard to 
the sections at the fora- 
mina is well indicated in 
a paper by Dr. S. J. 
MixteF in the Boston 
Medical and Surgical 
Journal for August 13, 
1892. Similar opera- 
tions have been done by 
surgeons elsewhere, and 
a considerable number 
also at the Massachusetts 
Greneral Hospital since 
the date of Dr. Mixter's 
paper. Only a few mis- 
haps, and those not of a serious character, have followed the operation 
itself, since the introduction of antiseptic methods. In two or three 
cases there was rather long-continued suppuration, and in another a 
partial ankylosis of the jaw which persisted a year after the operation. 
I may add that a patient of mine who was successfully operated on 
by Dr. Richardson, some years ago, by the intra-buccal method, for 
section of the third division, had a curious and annoying lisp in her 
speech afterwards, which made the pronunciation of certain letters 
very difficult. This gradually wore away to a great extent, but per- 
sisted somewhat at the end of three or four years. 

Within the \yaat few years several surgeons have removed the fifth 
pair even farther back than at the point of exit from the skull. Pro- 
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feasor Rose^ has five times trephined the skull and wholly or partially 
removed the GrasHerian ganglion ; and Andrews has done the same 
successfully in two cases.* In one of these cases, as also in one of 
Rose's, ulceration of the cornea followed the operation. I find a refer- 
ence to a similar operation by Lamphear.' The second and third 
divisions of the fifth nerve have also been removed within the cranium 
by Hartley,* and Horsley* has divided the fifth nerve-root on the 
proximal side of the ganglion after ft^phining away a good part of the 
squamous portion of the temporal bone. The patient on whom this 
operation was done was at the time in a very poor condition, and did 
not survive the shock of the operation. Horsley's reason for this pro- 
cedure was that experimental investigations and dissections had led him 
to believe that the Gasserian ganglion could not be wholly removed 
without great danger of rupturing the wall of the cavernous sinus, 
close to which it lies. 

I will not assume to judge between the merits of these different 
operations. The section at the foramina is usually suflBcient, but if the 
nerve should become inflamed within the skull, and therefore the pain 
return, it is important to bear in mind that we have the severer oper- 
ations to fall back upon. 

It is true that under the influence of certain kinds of treatment, as 
by aconite in large doses, and even spontaneously, these neuralgias are 
liable to disappear for a shorter or longer period, and this is sometimes 
considered to indicate that no pathological condition of the nerve is 
present which could be influenced by operation. This, however, is not 
the case. These periods of arrest are curious phenomena, probably 
indicating that for the production of a neuralgia not only a j^eripheral 
irritation but also a morbid state of the nerve-centre is necessary. 
The peripheral irritation, though it continues, may fail to keep up the 
pain. Pain, however, is in most cases certain to return. 

Finally, I wish to fulfil a promise made in an earlier lecture, to 
say something more of the peculiarities of the neuralgias of the first 
division of the fifth. These neuralgias show a peculiar tendency to 
periodical recurrence, and this, too, even when they seem to have been 
initiated by peripheral irritation, especially by inflammation of the 
frontal sinus, which is their most common peripheral cause. Again, 

^ London Lancet, January 9, 1892, et seq. 

* International Medical Magazine, 1892, vol. i. p. 479. 

* International Journal of Surgery, 1892, vol. v. p. 148. 

* New York Medical Journal, vol. Iv. p. 817. 

* British Medical Journal, 1891, vol. xi. p. 1189. 
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these intermittent neuralgias of the ophthalmic division of the fifth 
occur often in the families of persons subject to migraine and period- 
ical headaches^ and sometimes in connection with migrainoid headaches. 
I could easily give a number of cases to illustrate these points^ but I 
will refer only to two or three. The first is that of a family in which 
these supra-orbital neuralgias have been present for several generations, 
although the individual headaches have rarely occurred except in con- 
sequence of some especial peripherSl or general cause, usually catarrh 
of the frontal sinus on the afiected side. Several members of this 
family have also suffered from abortive migrainoid headaches, as indi- 
cated by hemiopic disturbances and slight headaches. In spite of this 
fact, which, taken in connection with the hereditary tendency, would 
seem to indicate a central cause for these typical periodical neuralgias, 
evidences of actual neuritis have been- perfectly marked in one member 
of the family, consisting in periosteal thickening in the affected r^ion, 
crops of minute painful papules at times, and a permanent impair- 
ment of the accommodation of the eye on the affected side. The 
attacks of neuralgia, when they have occurred, have been of one or two 
weeks' duration, the pain coming on every morning at eight or nine 
o'clock, and subsiding in the early afternoon, perhaps to recur again 
slightly towards night. 

In another case which I have recently seen, a man otherwise 
healthy, except that he and other members of his family have suffered 
from sick headaches, had his first attack of supra-orbital neuralgia in 
a severe form about two years ago. The exact characteristics of that 
attack I do not know, but the pain was so severe that it was thought 
best to resect the supra-orbital nerve, and the fiict that this was fol- 
lowed by long-continued relief seems to justify the assumption that 
peripheral irritation was present. For the last six months he has been 
suffering from a recurrence of the same trouble, but now the headaches 
are distinctly periodic and of migrainoid type, occurring once a week 
and lasting for twenty-four hours. 

In some journals of older date I have seen references to cases where 
patients had recurrences of this form of neuralgia regularly every year, 
usually in the autumn, the individual attacks continuing with daily 
remissions for about two weeks. 

Finally, I would refer to the case of a lady, long under my care, 
who was an excessive sufferer from migraine, and presented other 
strongly-marked neurotic symptoms. During her attacks the supra- 
orbital nerve-district and sometimes the trunk of the nerve itself 
would frequently become tender. 
Vol. I. Sor. 8.— 10 
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What I have said of the supra-orbital nerve is true also, although 
to a far less d^ree, of the occipital neuralgias, which often associate 
themselves, usually by extension, with those of the supra-orbital 
region. 

This peculiar tendency of the supra-orbital neuralgias to occur 
periodically has gained them the name of the brow offue, although it 
is quite doubtful whether they are ever of malarial origin ; certainly 
this is not always the case. 

It will thus be seen that these supra-orbital neuralgias form a link 
between the ordinary forms of neuralgia and migraine, and this should 
make us careful not to assume a pathology for either of these diseases 
which might not be applied, under proper restrictions,, to the other. 

It is clearly important that the periodic tendency of these neural- 
gias as compared with the neuralgias of the second and third branches 
of the fifth pair should be recognized from the point of view of treat- 
ment. I do not, of course, mean to say that these neuralgias are in- 
variably of the form just described. Sometimes they certainly seem 
to be identical in character with the epileptoid neuralgias of the other 
two divisions, or distinct periodicity may be wanting. When, however, 
they are periodical they are remarkably susceptible to ti'eatment by 
large doses of quinine, which should be given in such a way as to 
anticipate the attacks, and never during the attacks. The quantity 
may be run up rapidly to as large a dose as the patient is able to bear, 
being guarded, if necessary, by the bromides in full doses. Ordinarily, 
a dose of fifteen to twenty-five grains taken the night before the ex- 
pected attack, or, still better, four hours before, will avert it. Gener- 
ally, local treatment of die nasal catarrh of the frontal sinus is also 
desirable in these cases. 

I do not, of course, mean to deny that periodicity of recurrence is 
seen with other neuralgias, for it is well known that it is sometimes 
well marked, but I know of none of which it is so characteristic as it 
is of the supra-orbital neuralgias. 

In connection with this subject of the different morbid tendencies 
of the ophthalmic division of the fifth nerve as compared with the 
two lower divisions, it may be worth noting that herpes zoster is fitr 
more common in the area of distribution of that branch than over the 
rest of the &ce. It does, however, occasionally occur in the areas sup- 
plied by the lower two branches, either with or without the ophthalmic 
area. 
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Infantile paralysis, by reason of its mysterious onset, its fire- 
quency, and its sequelsB, is a most formidable disease. It appears to 
attack children of all stations and of both sexes. Though not confined 
to the period of infancy, by fer the largest proportion of its incidence 
is found in the first and second years of life, after which it progres- 
sively decreases as age advances, and especially so after the third or 
fourth year. The fact of its attacking young children by preference 
has secured for the disease the name by which it is, even now, best 
known, — infantile paralysis. Even when attacking men and women 
it is not infrequently spoken of as '* in&ntile paralysis in adults." 

I propose to discuss the disease, very briefly, under the following 
headings : morbid anatomy, causation, mode of onset, diagnosis, prog- 
nosis, and treatment. 

MORBID ANATOMY. 

It will be allowed that '^ infantile paralysis" as seen in a children's 
hospital is a symptom— often a very complex one — rather than a dis- 
ease. Though a very essential feature during life, the paralysis is not 
appreciable after death. The paralysis is the result of an inflammatory 
destructive disease in the anterior horns of the gray matter of the spinal 
cord, — ^an anterior polio-myelitis, — an acute spinal paralysis. Only 
within the past twenty or twenty-five years has the exact nature of the 
disease been known. Several circumstances explain this, — chiefly the 
want of material post mortem. The disease is not a very fatal one. If 
fatal cases occur during the early stages, they escape notice. If the cases 
live on for a while, secondary changes set in, which mask the primary, 
the essential lesion, and render it almost impossible for the pathologist 
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in any given case to state which are primary and which are secondary 
features of the disease. 

A few well-marked cases in the early stage have, however, been 
examined, so that it is now fairly well established that the essential lesion 
consists in inflammatory softening of, with hemorrhage into, the an- 
terior horn of gray matter, and as a result destruction of some of the 
large motor cells which are congr^ated there. In proportion as this 
lesion is acute and destructive will be the amount and degree of the 
resulting paralysis, while the exact situation of the lesion in the cord 
will determine what limbs or parts of limbs will be aflRected. In some 
cases the lesion is small and confined to the anterior horn ; sometimes 
it is found to affect the antero-lateral column and even the posterior 
horn of gray matter. Indeed, sometimes nearly half the cord has been 
found diseased or destroyed. In such cases, — of extensive local lesion, 
— ^the clinical results are infantile paralysis, plus something else, — e.g.y 
rigidity, rapid wasting, trophic changes to be presently referred to. 
At an autopsy which I made some years ago on the body of a child 
who died six weeks after the onset of a severe and extensive form of 
the disease, the gray matter in all the length of the cord was soft and 
reddened, and in the lumbar enlargement on one side there was an 
extravasation of recent blood as large as a swan-shot. In some of the 
microsections this extravasated, unorganized blood crumbled away, 
leaving a hole, while in the posterior horn adjoining considerable 
though less advanced changes had taken place. If this child had lived, 
her paralysis must have been extensive, complete, and lasting ; for 
repair could only have been very partial, a little more or less organized 
connective tissue in lieu of the highly-organized and special nerve- 
tissue which had been destroyed. 

Examined at a later stage, when repair has been effected, there will 
be found an increase in the connective-tissue elements of the cord ; these 
will be encroaching on the nerve-elements, and will cause them to 
atrophy. This encroachment will necessarily vary with the extent of 
the primary lesion. Most frequently it extends into the antero-lateral 
columns of the cord, a circumstance which, in my opinion, explains the 
contractions and rigidity which are not seldom found associated with 
the paralysis. 

The examination of paralyzed limbs after death, as well as of those 
which have been amputated during life, shows very varying conditions. 
In all there is wasting of the structures. In some the structures are 
merely small and ill developed, while in others there is extensive 
degeneration. I have seen limbs in which the muscles were reduced 
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almost to masses of fat ; and others, agaiQ^ where there was no &tt7 
d^neration worth mentioning. Sometimes the subcutaneous fat is 
ample, in other cases entirely absent The bones are not otherwise 
changed in their naked-eye appearances, except as to size; they are 
smaller in all respects than the corresponding bones of the sound limb. 
I have not myself found that there is any undue brittleness in these 
cases, as has been asserted by some observers. Nor have I observed, 
clinically, any facts which would lead me to suspect that these bones 
are more liable than others to fracture during life. 

Examination of the nerve-trunks in an amputated limb revealed 
a fibroid d^eneration with wasting of the axis-cylinders. They felt 
tougher and more resistant than normal ; in size they were unaltered. 
The ligaments were usually very loose, as if they had lost tone. This 
was not improbably due to stretching, as they had in many cases to 
support the weight of the limb. I have not made any microscopic 
examination in such cases. 

CAUSATION. 

Sex appears to have little or no influence on the etiology of the 
disease. About as many boys as girls fall victims. Some authors 
state that more boys than girls suffer from this disease. ^^ Catching 
cold" is sometimes asserted to be a cause, (jetting wet through has 
also been reported as a cause. Social position seems to exercise no 
effect. Accidents, falls, blows, have been credited with cases. But I 
doubt whether such causes can be seriously invoked. A notion that 
injury has a good deal to do with the onset of this disease is widely 
prevalent among the lay public. In looking through my note-books 
I constantly find reference to accidents of one sort or another as the 
asserted causes. I know of a well-marked case which was stated to 
have followed on a fall down-stairs ; but the illness did not commence 
for two weeks after the fall, and the child appeared quite well in the 
interval between the fall and the onset of the disease. 

It is easy to understand that a severe concussion may give rise to 
hemorrhage into the cord or brain, especially in young children, whose 
nervous system is in a condition of great physiological activity and 
growth. The fact that most typical paralysis occurs among well-cared- 
for children without any appreciable cause, without the intervention of 
any traumatism, leads me to r^ard the traumatism in the so-called 
traumatic cases as a coincidence in most cases. If the paralysis occurred 
immediately after the fall, there might then be some connection ; but 
even then it would be necessary to prove that the fall itself was not 
connected with the disease in the spinal cord. 
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I rather incline to accept as the cause some special vulnerabilitj of 
the infantile nervous system. The relatively large size^ vascularity, 
and rapid development of the nervous system are some of the best 
recognized characteristics of the organism during early life. Every 
other system is liable to inflammatory disease at this period for which 
no very definite cause can be assigned : why not, then, the nervous 
system ? Fortunately, some of the other organs are less highly special- 
ized, and the effects of disease are less obvious, less lasting, and may 
thus escape observation. 

Is it merely a coincidence that infantile paralysis occurs at the age 
when rickets is most obviously developing? Can there possibly be 
some sort of connection? Rickety children are well, known to have 
vulnerable nervous systems. As bearing on this point, I shall pres- 
ently point out that a good anti-rachitic diet is most useful in treating 
these paralyzed children during the very early stages. 

MODE OP ONSET. 

The mode of onset varies very much. Some of the most typical 
cases of infantile paralysis which have ever come under, my observa- 
tion have come on quite suddenly, — without any warning. Children 
who appear to be in perfect, even robust, health are attacked quite as 
often as more weakly ones. 

The following is a typical history. A baby, say ten months old, is 
put to bed in his usual health. Nothing unusual is noticed during the 
night, but in the morning on preparing to wash and dress him he is 
found to have lost the use of one arm or leg or of both legs. There is 
no fever nor pain. After three or four weeks he has regained some 
power, but either the leg or the arm or some muscle or group of mus- 
cles remains paralyzed. Sometimes such a history is amplified, as 
likely as not from the mother^s troubled brain, by the recollection that 
a few days or weeks ago the child had a fall. I do not think I shall 
be far wrong in stating that in nearly one-half of the cases the dis- 
ease comes on without recognizable symptoms, and that on inquiry 
some such history as the foregoing will be given by the child's mother 
or nurse. 

In another set of cases there are some more or less acute symp- 
toms : the younger the child the less definite are these symptoms. For, 
as a matter of fact, feverishness, loss of appetite, depression, general 
malaise, even convulsions, are the symptoms which usher in all disease 
in young children, and, though present in many cases, are not in any 
strict sense characteristic of infantile paralysis. 
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But in a few cases acute symptoms lasting days may usher in the 
paralysis. The following is an example. A girl^ aged about three 
yearsy was taken into the hospital suffering with great pain in the head. 
Her temperature was high^ her skin irregularly flushed^ and she was very 
restless. During the late evening or early morning she cried out, as 
children do with meningitis. For two or three days this disease was 
suspected. But the symptoms gradually passed away, leaving the child 
in a somnolent condition, very weak and prostrate. As convalescence 
set in, she Mras found to be extensively paralyzed. It was now evident 
that she had been suffering from acute spinal paralysis. 

Though I have had a great many cases of this disease under my 
care, I am free to confess that I have seldom seen or recognized the 
disease during the acute stage, — ^that is, previously to the onset of the 
paralysis. The paralysis, at first, is often generalized ; that is to say, it 
may affect all four limbs as well as the trunk-muscles. But as the 
acute stage passes off, power is regained for the most part, paralysis 
of one limb, or of one group of muscles, or even of one muscle, it 
may be, alone remaining to tell the tale. Indeed, in the great ma- 
jority of cases I should think that finally the paralysis affects parts of 
limbs rather than a limb in its entirety. 

After an extensive paralysis during the acute stage, it happens occa- 
sionally that the parts permanently damaged belong to different sides 
of the body. Thus, a deltoid of one side and the 1^-rauscles of the 
other side— rso-called cix)ssed paralysis — will be found associated. 

More or less complete paralysis of both lower extremities (lumbar 
paraplegia) is by no means uncommon. On the other hand, paralysis 
of both upper extremities (cervical paraplegia) belongs to the rarest of 
clinical phenomena. Some muscles show a special proclivity to be 
affected (or rather the nerve-centres controlling them) : thus, the deltoid 
in the upper extremity and the peronei muscles in the lower extremity 
are very frequently affected. Per ocmtra, the finger-muscles and the 
psoas and iliacus muscles escape, even when the paralysis is severe and 
wide-spread. The muscles of the trunk, especially of the back, suffer 
more frequently, I think, than is generally supposed. I incline to the 
belief that many cases of angtilar curvature of the spine are due to 
the action of unantagonized muscles brought about by this cause. 

Cases are met with in which the onset is very definitely associated 
by the parents with injury. Thus, a girl was recently brought to me 
suffering from paralysis of the right leg : there was considerable wasting 
of the muscles of the leg, as well as those of the thigh, from disuse, with 
shortening and a certain amount of weakness. The history w%is that 
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when a baby she had been upset out of the perambulator, and that 
her hip-joint had been *• dislocated," gince which the shortening and 
wasting had supervened. The nurse, fearing the consequences of her 
carelessness, had said nothing about the accident for some weeks : hence 
no treatment had been adopted, and in consequence the 1^ had become 
paralyzed. 

An unusual case occurred among my hospital j)atients some years 
ago. A child, two years and three months old, was admitted on account 
of a glandular abscess in the neck, connected with pedieuii capitis. It 
was opened and discharged itself and in the course of two or three 
weeks was quite healed. The child was ill fed and weakly, so she re- 
mained in the hospital. A month later quite suddenly the child's head 
b^an to droop so that she could not hold it up ; the chin rested on 
the sternum ; there was no pain, sensation remained normal, there was 
pyrexia, the temperature reaching, on two occasions, 102® F. This 
condition and the paralysis remained for about three weeks, then began 
to pass away. At first the head could not be moved at all. The rotatory 
movements • returned, and finally extension movements. The child 
remained in the wards upward of five months ; when discharged she 
was given a leather collar so made as to support and fix the head in 
the upright position. Six months after her discharge, it was noted that 
the movements of the head were all but completely restored : the child 
was improved also in general physique. 

DIAGNOSIS. 

Rilliet and Bartbez^s dictum, " La paralysie est toute la maladie,'* 
sums up the diagnosis very practically. Though nearly true, it is not 
quite so. For there is a condition antecedent to the paralysis, as well 
as a subsequent stage, at which paralysis does not obviously exist 
Reference has already been made to the absence of any characteristic 
symptoms during the initial stage in a great number of the cases. A 
guess can sometimes be made, but a diagnosis rarely. 

In a great many instances the diagnosis is clear enough without 
asking a single question. A healthy-looking child is brought whose 
only defect perhaps is inability to raise the arm from the trunk ; the 
forearm and hand can be moved freely. There are no marks of injury ; 
passive movements can be made in any direction without causing pain 
and without diflSculty. The intelligence is perfect. Such symptoms 
are incompatible with fracture or dislocation or local disease. Hence 
no other diagnosis is possible than infantile paralysis affecting the 
deltoid muscle. 
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Cases sometimes present themselves in which there is no paralysis, 
even, but which nevertheless belong to the disease. For instance : A 
young lady is brought to you because she has commenced to limp. 
There has been no injury and no pain, and there is nothing wrong as 
&r as the mother can see. But on careful examination with the eye, 
the hand, and a measure, one limb will be found smaller than its fellow. 
On inquiry it may be ascertained that the patient is growing rapidly, 
perhaps has recently commenced to grow. A limb which has once 
been paralyzed, even though it may seem to recover, will subsequently 
be less strong, less vigorous, less enduring, and will grow rather slower, 
than its unaffected fellow. The difference may be very slight and for 
a while escape notice. It is chiefly in those who grow very tall and 
very rapidly that the asymmetry becomes noticeable. 

A differential diagnosis between infantile paralysis and some other 
paralyses affecting children wiH occasionally have to be made. With 
the exception, perhaps, of diphtheritic paralysis, there will be little or 
no diflSculty, and only in a few instances is diphtheritic paralysis liable 
to be in question. Infantile paralysis has never, so far as I know, 
affected the eye-muscles ; but of all muscles after diphtheria those of 
the eye are the most liable to suffer, and, after these, the muscles of the 
palate and pharynx. The muscles, one or more, of the leg, singly or 
in groups, are affected after diphtheria; and these cases are very similar 
to the results of anterior polio-myelitis, not only clinically (for a limited 
time), but also pathologically. In diphtheritic paralysis the onset is 
rather slower, the duration shorter, the recovery quite constant and 
complete ; the muscles do not waste, and thei'e is no diminution in 
their faradic excitability. In many of the cases the history of diph- 
theria is very slight 

In ninety-nine cases out of a hundred, loss of power in one limb 
or in more than one limb or in a group of muscles of a limb, coming 
on rather suddenly, without very marked symptoms or cause, during 
childhood, may be diagnosed as '' infantile paralysis.'^ If any long 
interval since the onset have occurred, there will be more or less atrophy 
of the affected parts, chiefly in but not confined to the affected muscles ; 
and in a certain proportion of the cases there will be contraction of 
some of the now paralyzed muscles. 

PROGNOSIS. 

1. Immediate. — The prognosis as to life, in the acute cases and 
stages (should any cases be met with), may be guardedly favorable. In 
my own experience, extending over some years both in the wards and 
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in the post-mortem room^ deaths from this cause are very uncommon in 
children. 

It is equally rare for a considerable amount of the early paralysis 
not to clear up : this may occur sometimes with considerable rapidity ; 
in some cases weeks may elapse. But some improvement nearly 
always occurs, sooner or later. 

Any paralysis which persists for three months will probably remain 
permanent. The muscles of the trunk, head, and neck more frequently 
recover than those of the limbs, and recover more completely. 

2. Remote. — ^The prognosis as to the usefulness of the limb should 
always be guarded and unfavorable. I have never known a case of 
infantile paralysis get well after lasting three months. Once paralyzed, 
always paralyzed. The greater the initial damage to the cord, the 
deeper will be the damage to the limb ; every tissue in a limb subse- 
quently suffers. The bones as well as the soft parts will be dwarfed 
and weaker than those on the opposite, unaffected side. 

The cases referred to in the last section, of very slight shortening 
with equally slight differences in the growth, size, and strength of a 
limb, often only noticeable about fourteen to sixteen years of age, 
doubtless i*epresent a minimum of damage to the cord. Even this 
minimum can never be made good, and so the limb will always remain 
a little behind its fellow both in its measurement and in its capacity 
for sustained work. 

The age of the patient at the time of the initial attack is an ele* 
ment of importance in answer to such a question as the following : Is 
the limb likely to be much shorter than its fellow ? That will depend 
upon how much the patient has to grow : is he quite a child, and has 
he all his growth to make ? It will be obvious that the more he has 
to grow the greater is the probability of a shortened limb. A limb 
never gets smaller, though it may cease to grow, or may grow very 
much more slowly than its unparalyzed fellow. The difference in 
length depends on the more rapid growth of the sound limb : the more 
this grows the more marked will be the difference in length between 
the two. 

The surgeon is often asked whether deformity is likely to come on. 
For my own part, I hold that deformity is no necessary sequel to paral- 
ysis. A paralyzed muscle remains helpless and flaccid : it atrophies 
partly from its disease and partly from its enforced inaction. Its an- 
tagonizing muscles also atrophy ; for a muscle, though it can contract 
and shorten itself, cannot elongate itself; hence having once contracted 
it remains so and becomes inactive as if it were paralyzed. 
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When there is spastic rigidity of some muscles and paralysis of 
others, we have to do with a lesion which has spread beyond the limits 
of the anterior gray horns of the cord ; in other words, we are then 
dealing with something more than infantile paralysis. This rigidity 
usually comes on quickly and differs from simple contraction ; for the 
latter can be overcome by passive movements. It is a local condition, 
while rigidity is a centrarone. It is quite easy to understand that a 
third, perhaps even a quarter, of the total cases are complicated with 
more or less deformity. It is quite easy also to understand that an in- 
flammatory lesion, such as this, cannot be strictly confined to the central 
gray matter if it is at all extensive. It may be very nearly so in some 
cases ; these are doubtless the cases which clinically are very slight and 
very local. As repair and cicatrization take place, some secondary in- 
volvement of neighboring parts is almost sure to set in. Deformity 
(club-foot, and the like) comes on very gradually ; it is as often as not 
brought about by the efforts of the patient to walk on an ill-balanced 
foot Such cases and consequences ought, I think, to be carefully dif- 
ferentiated from others which may depend on spastic rigidity. 

Does infantile paralysis affect the brain, — that is to say, the intelli- 
gence? This question is not infrequently put to the doctor by anxious 
parents. In my own experience, I should say, never. The lesion is 
purely a local one, and after three or four months probably remains 
quite stationary. There is no fear of its spreading up or down the 

cord. 

TREATMENT. 

Treatment may very conveniently be considered : 

1. During the acute stage. 2. Very shortly after the acute stage 
is passed. 3. During the later stages. 

1 and 2. Cases of infentile paralysis during the acute stage rarely 
come under the surgeon's notice ; even when tliey do, they are seldom 
recognized until paralysis — which is the sequel rather than the disease 
proper — has set in. It is difficult, therefore, to lay down any precise 
rules for treatment 

But if the cases come very shortly after the paralysis has manifested 
itself, then, in view of the known condition of the spinal cord, — ^a more 
or less acute and extensive myelitis, — useful treatment may be recom- 
mended and undertaken. 

First and foremost comes rest in bed until the inflammatory stage 
is well over, not only to prevent further inflammation and hemorrhage, 
but also to give the already diseased parts an opportunity to recover. 
Locally, over the spine, on each side of the middle line, counter-irri- 
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tants may be applied. Nothing is better for this purpose than " flying 
blisters/' — that is to say, the application of blistering fluid over small 
areas^ frequently repeated. In this way large open sores are avoided, 
while.an effective counter-irritation can be kept up as long as is desired. 
Strong tincture of iodine may also be used for the same purpose. 

Dry-cupping is another excellent plan of treatment, small cups 
being used at short intervals along each side of the spine. Whichever 
plan be preferred, it should be most persistently used in that part of 
the spine which seems to have suflered most 

Friction and shampooing are also indicated, along both the spine 
and the limbs. The patient should remain passive and recumbent. I 
think it well as far as possible at this stage to suppress all voluntary 
effort to move the muscles, as this necessarily determines blood to the 
affected centres, and may make matters worse rather than improve them. 

For internal treatment during this stage, I have found belladonna 
combined with potassium iodide most useful. I order, according to 
the age, a quarter of a grain of the extract with two or three grains of 
the iodide in sweetened water three or four times a day. The loss of 
power is often the only subjective symptom : should other conditions 
be present, they must be treated on general principles. 

3. During the later stages. — When the more chronic stages have 
been reached, local treatment for the paralyzed limb is chiefly wanted. 
The d^ree and extent of the paralysis vary from paresis of a single 
muscle to absolute loss of power in a whole limb. Sometimes a walk- 
ing-stick suffices for the patient, while in other cases elaborate instru- 
ments are called for to enable him to support himself when walking 
or trying to walk. The indication is to supply, artificially and in every 
possible way, the lost power. Assist that muscle or group of muscles 
which is weakened. Maintain the limb or foot in as natural a position 
as possible, as this will materially help a weakened muscle to act. 

The healthy muscles act in concert, with and against one another. 
When anything interferes with this concerted action, all the muscles — 
the healthy ones as well as those which are paralyzed — ^are placed at a 
disadvantage. Hence it is that limbs of which only some muscles are 
affected gradually waste and lose power. 

I have already stated my belief that deformity is no necessary 
sequel to infantile paralysis : when present, it very oft^n assumes the 
nature of a club-foot But it can very easily be prevented, if care be 
exercised. As regards its treatment, space will not permit me to enter 
upon this subject at any great length. In many cases the deformity 
can be rectifial without surgical operation. The more marked the 
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paralysis and atrophy^ the less willing I am to advise operative treat- 
ment ; for the vitality of such a limb is lowered. Beyond a tenotomy, 
therefore, I think it unwise to go, and not even to perform this opera- 
tion until mechanical means have feiled. 

As regards instruments, I will only say that they should be as sim* 
pie and as light as possible. Many a time I have seen paralyzed chil- 
xlren who have suffered more from instruments than from paralysis, 
and who have commenced to improve and get strong as soon as their 
cumbersome heavy instruments were discarded. Their boots, too, 
should be light and fit accurately ; because when they are either too 
loose or too large, they cause sores, in the one case &om friction, in the 
other from pressure. 

A great deal of support, as well as warmth, can be obtained from a 
well-applied flannel bandage. If the ankle be very weak and the liga- 
ments lax and loose, a flannel bandage from the toes upward with two 
or three or four figure-of-eight turns around the ankle-joint will give 
more support often than can be obtained from a mechanical appliance, 
besides having the advantage of being cheap and always available. I 
merely mention this as an example of what can often be done without 
the expensive instruments which by some are considered absolutely 
necessary. 

Special manifestations must be met. When there is much atrophy 
and when the circulation is bad, means must be adopted to protect the 
limb from cold and changes of temperature by the use of warm woollen 
coverings. Stimulating liniments may be applied from time to time 
and well rubbed in. By such means chilblains and ulcerations can 
alone be prevented or cured. Over and above these local measures, 
general treatment must be insisted upon, and everything done to keep 
up the general nutrition and to promote metabolism. Tonics, including 
iron, arsenic, strychnine, ood-liver oil, will be found useful. Fatigue, 
in every shape, must be avoided. Prevent, if possible, paralyzed chil- 
dren, even those with the slighter forms, from attempting too much. 
When at school a desire to excel — to keep up with the others — may 
lead to more exertion than is good for a child handicapped with a 
paralyzed limb : this &tigue cannot fail in the long run to injure the 
child. 

Electricity has no special action on these paralyzed limbs. It is 
chiefly useful in improving the tone of muscles which are weak from 
disuse and want of antagonism. Careful rubbing has just the same 
effect. This is hardly the place to discuss such debatable practice as 
the excision of joints for the purpose of securing ankylosis and a rigid 
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limb) nor amputation of useless members. Both practices^ though 
good enough in their way^ are called for only under special circum- 
stances. 

(general treatment^ especially in the old chronic cases^ sometimes 
brings about improvement in the affected limb less than in the body 
generally, and in the muscles of a limb which are atrophied not be- 
cause of paralysis but from want of use. A week or two specially 
devoted to this purpose, when the patient's means will allow of it, can 
be wisely recommended once every year. It will be found especially 
useful for children who live in hot and relaxing countries. But in 
recommending it, let the object be plainly stated. Above all things, 
home treatment and careful supervision must be continuous. Treat- 
ment at best is but palliative ; for the causative lesion is quite beyond 
the surgeon's reach. 

In the early stages, shortly after the initial lesion, diet is of impor- 
tance. The majority of cases, as has been said, occur in young children. 
For such, a thoroughly anti-rachitic diet will be found eminently ser- 
viceable. 
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RISES OF TEMPERATURE DUE TO DISEASES OF 
THE CEREBRUM. 

CLUriCAL LXCTUBS DXLIYKBJED AT QUT'B HOSPITAL. 

BY W. HALE WHITE, M.D., P.R.C.P., 

Physician to Guy's Hospital, London. 



Gentlemen^ — About five years ago I gave a clinical lecture on 
some cases in which a rise of temperature above the normal was due 
to disease of the cerebrum. To-day I propose to put before you an 
account of cases that have come before me since that lecture. 

First let me remind you which are the parts of the nervous system 
that from our knowledge of physiology we should expect to have the 
power of modifying the temperature of the body. The diagram on 
the wall, which I have often used for teaching purposes^ and which you 
will find in my book on Materia Medica, will help us in this matter. 
We see it shows that the chief heat-producing organs in the body are 
the muscles^ and that these, which are consequently called the thermo- 
genetic tissues, are, as r^ards this function of thermogenesis, under the 
control of the corpus striatum. It shows that the loss of heat takes 
place mostly from the skin by evaporation of the sweat, by radiation, 
and by conduction, and from the respiratory mucous membrane by 
evaporation of moisture and by conduction ; therefore the chief ther- 
molytic organs of the body are these parts. This thermolytic function 
is under the control of the central nervous system, principally the vaso- 
motor and sudorific centres in the medulla and cord. Now, you will 
notice that these " centres'' for thermolysis, and also the corpus striatum, 
the "centre'' for thermogenesis, are connected with a third "centre," 
the thermotaxic centre, the function of which is so to control the heat- 
producing or thermogenetic centre and the heat-loss or thermolytic 
centres that the temperature of the body shall be always constant 
This thermotaxic centre is most likely situated somewhere on the cor- 
tex of the brain. All three centres are probably capable of being 
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affected by afferent impulses and by the quality of the blood drcu- 
lating through them. 

I propose to-day first of all to show you that experiments upon 
animals prove that the corpus striatum and the cerebral cortex have 
some influence on the temperature of the body, but that there is a 
difference in the influence which they exert ; and next I shall bring 
forward certain cases in which the corpus striatum was damaged or 
there was obvious disease or perhaps only disordered function of the 
cortex, and in which the temperature was modified in the same way 
as it was by experiments on animals. We shall not allude to instances 
from clinical medicine of thermolysis. 

In the tables which I have fastened up by the side of the diagram 
you will see the results of a number of experiments I have performed 
upon rabbits.^ The first thing shown was that the normal rectal 
temperature of a rabbit was between 101° and 103° F. Then it was 
demonstrated that neither the administration of an ansesthetic, nor 
trephining the skull, nor cutting the dura mater, nor passing a probe 
in the white matter of the brain had any effect on the tempera- 
ture. Twenty-three experiments were then made in which the corpus 
striatum was damaged ; in four the temperature rose above 106° F., and 
in three others it rose to 106° F., so in about a third of them a great rise 
was produced. In the remaining two-thirds a considerable rise followed 
the experiment. But in all it was probable that the optic thalamus was 
damaged as well as the corpus striatum. Therefore, in a second series 
the attempt was made to limit the lesion to the optic thalamus ; this 
was successful in twelve instances, but in four others the corpus striatum 
was damaged. Now, in the twelve in which the optic thalamus alone 
was implicated the temperature never rose more than a fraction of a 
degree over 103° F., but of the four in which the corpus striatum was 
involved, in two it rose over 105° F., and in the other two over 104°. 
I think, therefore, I have proved that damage to the corpus striatum 
does cause a considerable rise of temperature. A chart on the wall 
shows the rise produced in a typical experiment. 

The next part of the brain investigated was the cerebral cortex. 
The posterior region was operated on in twenty-four experiments ; in 
each, part of the cortex was destroyed. These experiments showed 
that generally there was an increase of the rectal temperature after the 
cortex was destroyed, but this was not always the case, and sometimes 
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the rise was slight and irregular. One of the charts shows the result 
of an experiment. 

I have therefore shown that we ought to find dinioally (1) that 
damage to the corpus striatum will cause a rise of temperature ; (2) that 
damage to the cerebral cortex will do the same. I cannot here go into 
the reasons, but it is highly pn)bable that the corpus striatum is con- 
cerned with heat-production and the cortex with thermotaxis. If this 
is so, the rises afler damage to the cortex ought to be much more 
irregular and uncertain than those which follow upon lesions of the 
corpus striatum. 

Of course, as these two parts have an influence on the temperature 
of the body, if the fibres proceeding from them are damaged we should 
expect some alteration in the temperature, and experience teaches us 
that such is the case; for instance, hemorrhage into, or a tumor of, the 
pons Varolii frequently leads to a great rise of temperature, and you 
all know that injuries to the spinal cord, especially its upper part, have 
the same effect. One of you recently kindly gave me the temperature- 
chart of a man who was in one of the surgical wards for injury to the 
spine. His temperature reached 107° F. But to-day we will confine 
our attention entirely to pyrexia due to visible disease or disordered func- 
tion of (1) the corpus striatum, (2) the cerebral cortex. 

I. Pyrexia due to disease of the corpus striatum. 

In a paper which I published in the " Guy^s Hospital Reports'* 
(vol. xlii.), " On the Theory of a Heat-Centre from a Clinical Point 
of View," will be found several cases in which disease of the corpus 
striatum caused a rise of temperature. Case VIII. there recorded is 
that of a boy who was admitted for right hemiplegia. For the first 
month his temperature was normal, but then it rose to 102.4° ; from 
this time till his death, two months afterwards, it frequently rose very 
high, often to 106^ or 107^ F. At death, softening of both corpora 
striata was found, and there was nothing else to account for the rise of 
temperature. Case II. is an important one. A man was admitted 
with left hemiplegia ; the temperature in the left axilla was 95.6® F. 
Seventeen hours afterwards in the right axilla it was 105.4°; left 
axilla, 106.8°. An hour and a half later it was 107.2° in l)oth axillae. 
An extensive hemorrhage was found in the right corpus striatum. 

Between the publication of this paj^er and the last clinical lecture 
on the subject two cases occurred under my care in the hospital ; they 
are both published in the Lancet for June 29, 1889. The first was 
that of a man who had paraplegia. During the last five days of his 
life his temperature was raised, the highest point reached being 103.6° F. 
Vol. 1. Ser. 8.-11 
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At death there was found softening of both corpora striata due to 
atheromatous vessels. The second was that of a man who was ad- 
mitted for lefl hemiplegia, left hemianaesthesia, left homonymous hemi- 
anopia, and left-sided deafness. On admission, the temperature in the 
left axilla was 98° F., in the right 97.6°. After this the temperature 
rose so that on the fourth day it was 100.2° in the left axilla. The 
temperature in the left axilla was always higher than in the right, 
sometimes as much as two degrees, till the ninth day after admission, 
aftier which the temperatures were similar. Among other lesions 
there was found softening of the right corpus striatum secondary to 
embolism. 

We now come to the cases which have come under my care since 
the last lecture on this subject ; there are three of them. 

Case I. — A man was admitted in October, 1889, for ordinary right 
hemiplegia. The chart which I show you shows the temperature 
taken in both axillae. You will notice that it was raised considerably, 
but that it was nearly always higher on the paralyzed side than on the 
sound one. Aft:er death it was found that there was a large hemor- 
rhage on the left side of the brain, destroying the island of Reil, the 
lenticular nucleus, part of the optic thalamus, the external capsule, and 
the posterior half of the posterior limb of the internal capsule. The 
caudate nucleus was considerably bulged out into the lateral ventricle. 
He died twenty-four hours aftier the last temperature observation shown 
in the chart ; during this time the temperature was the same in the two 
axillae and was about normal. 

Case II. — An elderly woman was admitted November, 1890. She 
had right hemipl^ia with aphasia. The attack of hemiplegia was 
sudden and had come on several days before admission. When she 
came in, the temperature was about normal and almost the same in the 
two axillae. After she had been in four days, however, it suddenly 
rose to 101.6° F. in the right axilla and 100° F. in the left. During 
the next three days it slowly sank to normal, and for four more days 
during which she stayed under observation it remained %ither normal 
or subnormal ; but that in the right axilla was always higher than that 
in the left till the last two days on which observations were taken, 
when the temperature was the same in both axillae. The greatest dif- 
ference between them was 2.6° F. There is verj^ little doubt that this 
woman had cerebral hemorrhage, and that the rise of temperature on 
the fourth day of her admission was due to some fresh bleeding into 
the corpus striatum. 

Case III. is that of a girl who was admitted under my care on 
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Febniary 12, 1891, with right hemiplegia due to cerebral embolism. 
Presystolic and systolic murmurs were audible at the apex ; the spleen 
was enlarged. You see that the chart shows the temperature in the two 
axillsdy and you will notice that for the first five days it was raised, 
then it became normal, and after that subnormal, but it always re- 
mained highest on the paralyzed side. There was considerable doubt, 
when the temperature was first taken, whether or not its rise was due 
to malignant endocarditis ; therefore I had it taken in the two axillae, 
and the discovery tfiat it was higher on the side opposite the lesion 
showed that even if part of the rise was due to malignant endocarditis, 
part must be owing to the cerebral lesion, for a general cause such as 
malignant endocarditis would raise the temperature equally in the two 
axillae. In fact, it was quite possible that the patient's temperature wad 
entirely due to the cerebral embolism. This case illustrates the im- 
portance of taking the temperature in both axillae : if this had not been 
done the patient would have been regarded as having malignant endo- 
carditis, but we were enabled to show that this could not be the entire 
eirplanation of the pyrexia. She got sufficiently well to go out, but 
she came back again in a few months with increasing dyspnoea, and 
ultimately she died. A patch of old softening was found in the left 
corpus striatum, explaining the pyrexia and its character. 

I have now related five cases that have been under my own care 
and two from my paper in the " Guy's Hospital Reports," or seven in all, 
in which damage to the corpus striatum in man caused a considerable 
rise of temperature, and therefore we have the great pleasure of seeing 
that clinical medicine confirms our physiological experiments. 

I want also to direct your attention to the following points, all of 
which are illustrated by one or more of these seven cases. 

1. If only one corpus striatum is damaged, the temperature will be 
higher on the opposite side of the body, — ^that is to say, if the patient 
have hemiplegia, the temperature will be higher in the axilla of the 
paralyzed side, — although it is raised in both axillae. The probable 
explanation is this. The heat-fibres from the corpus striatum, like the 
motor fibres from the cortex, decussate. Thus, owing to the damage 
to the corpus striatum, more heat is produced in the muscles on the 
opposite side of the body than in those on the same side. The blood 
circulating through these muscles in which this increased thermo- 
genesis is going on is warmed, and therefore, of course, the tempera- 
ture of the whole body is raised, but the rise is naturally greatest 
nearest to the source of the increased heat 

2. If the case is one of cerebral hemorrhage, for the first few hours 
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there may be a considerable fall of temperature owing to the severity 
of the shock (see one of the two cases taken from the '' Guy's Hospital 
Reports"), but as the effects of this pass off, the rise of temperature due 
to damage of the coi*pus striatum shows itself. 

3. In the case of sudden damage to the corpus striatum the rise of 
temperature takes place quickly, usually attaining its maximum within 
twenty- four hours. It then slowly falls, the normal point being reached 
in a few days. 

4. After it has reached the normal it usually falls about a degree 
below normal, and remains subnormal for a few days before again 
attaining the healthy standard. When it is subnormal the temperature 
on the side opposite a unilateral lesion is usually a little higher than 
that on the same side. 

II. Pyrexia due to disease or disordered function of the cerebral 
cortex. 

In the paper in the " Guy's Hospital Reports" I recorded the case of 
a man under the care of Mr, Davies Colley who shot himself in the 
head. The bullet was extracted at once ; it was found at the apex of 
the orbit. Directly after the operation the temperature was 99.2°, 
but in the course of four hours it ran up to 104.2®, and remained 
high. Half an hour before death, which occurred twelve hours after 
the operation, it was 104.4°. The lesser wing of the sphenoid was 
broken into several pieces ; the parietal and the third frontal convo- 
lutions of the right hemisphere were severely contused. The rest of 
the body was perfectly normal. 

Cases of meningeal hemorrhage are less useful than you would 
expect for determining whether damage to the cortex can produce a rise 
of temperature, for they are uncommon, the shock is often severe, they 
are often quickly fatal, and if the blood is at the base pyrexia may be 
due to pressure on the pons. 

In Dr. Goodhart's paper on "Meningeal Hemorrhage," in the 
'^ Guy's Hospital Reports" (vol. xxi., series 3), Case XXXIII. had 
soon after admission a temperature of 103.2°, which rose before death 
to 105.7°. It was found that the whole surface of the cerebrum 
was covered with effused blood. In Mr. Jacobson's paper (" Guy's 
Hospital Reports," vol. xliii.) the temperature is worth noticing in the 
following cases : 

Case XXVII. — The patient fell on his head at 1 p.m. At 4 p.m. 
he was trephined and a quantity of blood-clot was taken away. 7 p.m., 
temperature 100.6° ; 1 a.m., io6° ; 2.30 a.m., 106.4° ; 3 a.m., death ; 
3.30 A.M., temperature 108.4.° At the post-mortem examination the 
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remains of a blood-clot were found ; the skull was fractured. The 
brain seemed perfectly healthy. 

Case XXVIII. — ^Two hours after the patient fell she was trephined 
and a quantity of clot was removed. A few hours after the temper- 
ature was 103° F. ; three hours later it was 103.6° ; and three hours 
later still, when she died, it was 103°. At the post-mortem examination 
there was found a fracture of the middle fossa of the skull. On the 
side opposite the hemorrhage were three small superficial lacerations 
of the temporo-sphenoidal lobe. 

Case LIII. — The patient, at deaths had a temperature of 102°. 
He was trephined two days before for middle meningeal hemorrhage. 
He had a fractured temporal bone and laceration and ecchymosis of 
the brain. 

Case LIV. was very similar^ and in this also the temperature 
reached 102° F. 

Case LVI. — In this case there was fracture of the skull, with 
middle meningeal hemorrhage, and the under and outer part of each 
cerebral hemisphere was lacerated. About half an hour aft^r the ac- 
cident his temperature was 95°. He survived twenty-four houra. 
Two hours before death his temperature was 104.8° F. 

Case LXXI. — In this there was extensive fracture of the skull, a 
large blood extravasation between the skull and the dura mater in the 
right temporal r^ion, together with some damage to the subjacent brain. 
At first the temperature was below 96°, but fourteen hours after it was 
106°, and sixteen hours afl»r it was 107°. 

Case LXXVI. — In this case blood was effused over the cerebral 
cortex. The temperature rose to 103°. Mr. Jacobson, at the end of 
his paper, refers to one by Dr. Wiesman, who gave a rise of temper- 
ature as a symptom of middle meningeal hemorrhage. The highest he 
mentions was 109° F. 

Mr. Golding-Bird records in the "Guy's Hospital Reports*' (vol. 
zlv.) two cases in which there was meningeal hemorrhage, and in one of 
them, a few hours aft^rthe accident, the temperature was 102.8°. We 
have here, therefore, nine cases in which the cerebral cortex was either 
contused and lacerated or pressed upon by blood-clot, and in all of 
them the temperature was raised, often very considerably. In none 
was there any other cause for the rise of temperature, and in all it 
followed so quickly upon the damage that it cannot have been due to 
any secondary inflammatory trouble. 

As you are probably aware, whilst in most inflammatory diseases 
the temperature runs a more or less defined course, in meningitis it is 
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very irregular. Thus, Dr. Fagge tells you the temperature may to- 
wards the end of a case of meningitis run up very high, or it may sink 
very low, and the difference between the example of each variety that 
he gives is nearly 30° F. ; and Growers tells us that it may be very 
high, or it may be very low, or it may be normal. I have often had 
opportunities at the bedside of pointing out these peculiarities of the 
temperature in meningitis, and I will to-day bring before your notice 
two cases illustrating it. 

The first was a man who was under my care. He had syphilitic 
disease of the nasal bones, and this led to purulent meningitis. I show 
you his temperature-chart, and you cannot fail to be struck with the 
wide range and the great irregularity of the temperature, which in a 
few hours varied between 106® and 96°. 

The second case is also one of suppurative meningitis. He was a 
butler, addicted to alcohol. He came in under my care on the afternoon 
pf March 27, 1887. In the evening he was so noisily delirious that 
he was removed to the strong room. His hands and tongue were trem- 
bling, temperature 100°. 28th, 10 a.m., head strongly retracted, occa- 
sional universal convulsions, was unobservant, constantly muttering, 
but replied when spoken to. Had to be fastened in bed. 1 p.m., tem- 
perature 105° ; 3 P.M., 106.4° ; 4.05 p.m., 107.2° ; sponging with cold 
water and packing with blocks of ice b^un at 4 P.M. and continued till 
4.1 5 P.M. Five grains of kinate of quinine subcutaneously. 4. 1 5 p.m., 
temperature 108° ; 4.35 p.m., temperature 106.8°. Bath at 50° F. 
given till 4.45 p.m. 4.45 p.m., temperature 105.4° ; 4.50 p.m., 103.6°; 
5.10 P.M., .101°; 5.30 p.m., 97.8°. Rather collapsed; was given 
brandy, and hot- water bottles were applied to his feet. 6.15 p.m., 
temperature 97.8°; 7.10 p.m., 99.8°; 7.40 p.m., 101.2°; 8 p.m., 
101.4°; death. 8.10 P.M., 101.6°; 8.50 P.M., 100.8°. At the post- 
mortem, except that he had suppurative meningitis for which no cause 
could be found, the body was perfectly healthy. The pus extended 
over the base, the cortex, and the cord. 

Now let us see how our clinical facts harmonize with experimental 
evidence. Early in the lecture I showed you that in animals irr^ular 
alterations of temperature followed damage to certain parts of the 
cerebral cortex. This statement is, I think you will agree with me, 
amply borne out by clinical medicine, for I have shown you that lacer- 
ation of the cortex of the cerebrum or the pressure of blood-clot on it 
may produce great rises of bodily temperature, and also that in menin- 
gitis the temperature is particularly erratic, a fact which is explicable 
if we suppose not only that the rise of temperature in this disease 
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is due to the supparatioiiy but also that the sudden variations of it 
are caused by the fact that the meningeal inflammation disorders the 
thermotaxic nerve-cells, which normally maintain an accurate balance 
between the production and the loss of heat, just the same as it disorders 
the psychical functions and causes delirium. In favor of this view is 
the fact that in meningitis the rise of temperature bears no relation to 
the rapidity of the pulse or the frequency of the respirations, which 
suggests that the amount of heat produced by the body is not by any 
means correctly expressed by the rise of temperature, or, in other words, 
that the alteration of the temperature b due not to thermolytic or to 
thermogenetic, but to thermotaxic influences. 

We will now pass on to two functional diseases which will, I think, 
illustrate our subject. In epilepsy it is believed on very good evidence 
that during the fit there is functional disturbance of certain parts of 
the cerebral cortex. You would therefore expect the temperature to be 
raised after the fit, and sometimes you will find it is up a degree or so ; 
and in that condition of frequently-recurrent fits in which the patient 
as soon as he is out of one fit passes into another, the temperature is 
often raised very high : it may be 107° F., or even higher if the case is 
about to prove fatal. The following case recorded by Professor F4r6 
shows the rise of temperature in epilepsy. The patient had a fit at 
4 A.M., and a second at 5 a.m. Professor F£r6 saw him at 10 a.m., 
and found his temperature 99.5° F. By 7 p.m. he had had forty-two 
fits ; his temperature was 101°. The next morning the temperature 
was 102.4° ; he had had thirteen fits in the night. The fits during the 
next few days were very numerous, and the following temperatures 
were recorded : on the next day, the 14th of July, the temperature was 
101.6° F. ; on the l5th, in the morning, 101.4° F. ; on the 17th, in 
the evening, 101.2° F. Aft«r this it did not rise much. 

Leaving now the subject of temperature in epilepsy, we pass on to 
that in hysteria ; this, too, is a functional disease, in which the function 
of the cortex is often disordered. Therefore you would expect, and I 
hope to show you, that rises of temperature may occur in hysteria. 
Eight years ago, when I first mentioned such oases, they were received 
with much scepticism, but now many text-books contain an account of 
what in England is called hysterical pyrexia and in France hysterical 
fever. I have notes of several cases, and I will quote you one or two. 

A girl, aged eighteen, was in the hospital under my (tire in 1885 ; 
she came in on August 10. 3 p.m., temperature 104°. She com- 
plained of pain in the abdomen. It was noticeable that the pain ^'as 
sometimes on one side and sometimes on the other. 6 p.m., temper- 
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ature 104.6°. August 11, 9 a.m., temperature 104.6*^. By cold 
epongiDg it was brought down to 102°^ but in an hour it was 103.2°, 
and at 6 p.m. was 105°. August 12, 9 a.m., temperature 102° ; 6 p.m., 
103.6°. August 13, 9 a.m., temperature 99.2° ; 6 p.m., 102°. After 
this the temperature gradually fell to normal. At no time were there 
any signs to point to any organic disease whatever. She was discharged 
on August 30. On September 9 she was again admitted for pain 
in the abdomen, but she never twice referred it to the same spot, and 
if she was engaged in conversation the abdomen could be thoroughly 
manipulated without her showing any sign of pain. The most careful 
examination could not detect disease in any organs of the body. 
Temperature 103°. September 10, 2.45 p.m., temperature 105° ; 10 
P.M., 99°. September 11, 6 a.m., temperature 98.6° ; 6 p.m., 104°. 
September 12, 6 p.m., temperature 102° ; 10 p.m., 98.8°. After this 
date the temperature was normal till the patient's discharge. Every 
possible diagnosis was discussed at the bedside, but we could, after the 
fullest consideration, only come to the diagnosis that her pyrexia was 
hysterical. 

The second case is that of a girl who had been in the hospital 
before for hysteria, and who had this time been drunk fbr four months 
before admission. She came under my care on April 19. 2 p.m., 
temperature 102.6°; 10 p.m., 105°. April 20, 6 a.m., 98°; 2 p.m., 
104.4° ; 10 P.M., 97°. April 21, normal or subnormal all day. April 
22, 2 A.M., 98.4° ; 10 a.m., 104.6° ; 6 p.m., 105.6° ; 10 p.m., 100.6°. 
April 23, 2 a.m., 97.6°. There was nothing of any further note about 
the case. No sign whatever was detected that there was any organic 
disease or that the girl was suffering from any specific fever. The want 
of correspondence between the pulse and temperature and the respira- 
tion and temperature was very marked; the temperature was oft;en 
unequal in the two axillae, and its fluctuations were very irr^ular and 
sudden. Although I had mentioned these two cases to you, I am ex- 
tremely anxious that you should remember that it is a bad thing to 
talk too much about hysterical pyrexia, for if we get into the habit of 
diagnosing it we shall frequently overlook the real cause of the rise 
of temperature. Let me warn you to beware of it, and never come to 
the conclusion that your patient has it until you have thought a great 
deal about all the other possibilities which may explain the pyrexia. 
It is always a good rule in any patient to think of hysteria last, but 
this is especially true if the patient is suffering from pyrexia. How- 
ever, if you do come across a case you will find that the following are 
the characteristics of hysterical fever : 
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1. It always occurs in women. 

2. They are often otherwise hysterical. 

3. They are of an age at which hysteria is common. 

4. The temperature is erratic and often attains a great height. 

5. It may be different at different parts of the body. 

6. The effect of antipyretics upon it is uncertain. 

7. The ratio of the pulse or the respiration to the temperature is 
often perverted. 

8. The other symptoms of fever, such as rigors, hot skin, and 
delirium, may be present, but are often absent. 

We see, therefore, that epilepsy and hysteria, two diseases in which 
the cortical functions of the cerebrum are disordered, confirm our cases 
of damage to the cortex, and therefore go to show that this part of the 
brain presides over thermotaxis, for disordered fiinction of it may lead 
to irregular variations of l>odily temperature. 

I think, gentlemen, we have now finished our task. I set out to 
show you (1) that experimental damage to the corpus striatum causes 
a rise of temperature, and that the same is true in clinical medicine ; (2) 
that experimental damage to the cerebral cortex causes a rise of tem- 
perature, and that the same is true in clinical medicine. Besides this, 
we have learned several points about the temperature in both these 
conditions, and also in epilepsy and hysteria. 
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ENURESIS AND NIGHT-TERRORS. 

CLINICAL LKCTURB DBLIYKBBD AT THB JBrrBBSON MBBICAL OOLLBQB. 

BY OLIVER P. REX, A.M., M.D., 

Oliaical Lecturer on Difleases of Children in the Jefferson Medical College. 



Gentlemen, — ^Tbis boy, A. B., aged ten years, presents bimself 
asking for relief from a trouble which is a great annoyance not only 
to himself but also to his parents, — the inability to retain his water. 
Perhaps nothing is more frequently brought to our notice, and, unfortu- 
nately, it is usually regarded by the care-takers of children not as a 
disease, but as the result of carelessness, a want of cleanliness on the 
part of the child, and the little patient is often severely punished in 
the effort to cure him of the habit. There could not be a greater 
error. It is unreasonable to suppose that the average child would 
wantonly soil itself and its bed and endure the discomfort consequent 
thereon. Again, it is often asserted that the child is lazy, does not care 
to rise in the night to void the contents of the bladder, or through 
fear evacuates in the bed. Now, while there may occur instances of 
the latter, for we constantly find this affection associated with '^ night- 
terrors/' yet in the great majority of cases the diflSculty is solely due 
to a want of power over the sphincter, or a condition of the pelvic 
viscera which causes the involuntary discharge. Among the latter is 
the presence of seat-worms, which produce a constant irritation in the 
rectum and around the anus ; or it may. be a loaded bowel ; sometimes, 
though more rarely, it is present in disease of the kidney, or as the 
result of masturbation. While each of these is to be looked for and 
corrected, if possible, yet I desire to impress upon you most emphat- 
ically the great importance of assuring the parents that ill usage of a 
child so aflBicted is never to be tolerated, and that it is productive of 
more harm than good. Children have been whipped with great cruelty, 
have been subjected to frightful punishment, have been deprived of 
170 
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their evening meals^ and in one case I was informed by the parent that 
she had compelled her boy to sleep upon the bare floor without any 
clothing to keep him warm^ as punishment, and as a last resort he had 
been brought to the doctor. 

While we should examine each case for the purpose of learning, if 
possible, the cause, yet we may assure the parents that with reasonable 
certainty a permanent cure can be obtained, and that usually in a short 
time. One cause for the continuance of this trouble lies in the idea 
that the child will grow out of it or the belief that it is incurable, and 
hence we sometimes meet with cases in grown-up persons. I was con- 
sulted by a woman in the case of her daughter, aged twenty-three years, 
who had suffered from enuresis since childhood, who, when asked why 
she came now, replied, '^ Because she is to be married.^^ I may be 
diarged with too great positiveness, but I always assure those who con- 
sult me for this disease that they may look for a speedy and permanent 
cure. 

In this case we find a healthy boy, — no evidence of the presence of 
intestinal parasites, nor of renal disease, — and our treatment will be to 
put him on the use of atropine and nux vomica. 

Atropine, gr. i ; 
Water, gi.—M. 
8ig. — Ten drops morniDg, noon, and night. Add to each dose two drops of 
iinoture of nux Yomica and a dessertspoonful of water. 

In writing this prescription it is better to add to the solution of 
atropine some coloring matter, as tincture of cochineal, lest otherwise, the 
solution being colorless, a fittal dose might be taken. Do not forget 
that occasionally we meet with instances where in very small doses 
atropine produces its toxic effects, and we must always tell the parent 
what may be looked for, as in some instances the extreme dilatation of 
the pupil, the rash, and the dryness of the throat may produce great 
alarm. These results rarely fistil to present themselves, but you will 
often find that the incontinence is permanently checked long prior to 
the toxic effect of the medicine being shown. Let me relate a case. 
A boy, aged twelve, who had had no previous treatment, took the remedy 
but two days ; on the third, though no special pliysiological effects ap- 
peared, he reported that he was cured, and, while I deemed it better to 
continue the treatment for a week in reduced doses, the trouble did not 
return. My usual rule is to continue until the toxic effects appear, then 
reduce the dose gradually, but maintain the physiological effect for at 
least a week, then discontinue the drug, with the injunction to report at 
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once on the slightest appearance of a return of the trouble. In a 
hospital and large private practice of many years I have met with 
very few cases that refused to yield to this treatment, and a majority 
remained cured, though occasionally cases relapsed and demanded a 
renewal of the medication. 

Unfortunately, many of these children have lost their parents, or, 
as I have found exceedingly common, have no mother, or only an 
apology for one, who n^lects her children, and thus they go on for years 
until the condition become so offensive that relief is sought, with little 
hope of a good result. It has been observed that in many the incon- 
tinence occurs when the child rolls on its back during sleep, and to 
prevent this the small of the back is irritated with a blister or some 
irritant, so that the child involuntarily turns when it rolls on its back. 
In one case a blister was applied to the penis, a barbarous piece of 
work, reflecting no credit upon its perpetrator. A pad fixed upon the 
back will often act equally well. Of course when indications are 
present general treatment should be instituted as demanded. 

In the case quoted in detail, the boy reported at the clinic, shortly 
afl;er commencing the atropine and nux vomica, as relieved, not having 
once soiled the bed after the use of the remedy. This is a fair sample 
of many cases on my records. In some it is necessary to renew the 
treatment again and again at intervals. 

In one or two extremely obstinate cases I obtained excellent results 
from a combination of ergot and nux vomica. In all cases of chil- 
dren it is better to begin with minimum doses and increase as may be 
demanded until the beneficial effect is obtained. Thus, for a child aged 
six years I administered six drops of the following mixture thrice 
daily : 

B Tinct nucis vom., f^ii ; 
Ext. ergot, fld., f^vi ; 
Elixir, simp., f ^ iii. 

This, by the end of two weeks, had produced a permanent cure. 
You see, six drops for six years gives you an easy method by which to 
remember the dose. Should this not evince signs of controlling the 
trouble after a week's trial, gradually increase the dose one drop daily, 
watching for the toxic effects of the nux vomica. Except in rare in- 
stances, you will find children very tolerant of even the most eneigetic 
remedies, and they will ofl^n bear a dose which is large in comparison 
with the age. Do not too readily abandon a case as incurable. 
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NIGHT-TERRORS. 



Very closely allied to this affection is the trouble koown as night- 
terrorsy and here we have a case which has the two diseases combined. 
This boy is only five years of age, but his countenance is that of one 
much older. He does not present the natural happy look of a child. 
Upon inquiry, we are told that he has a habit of starting up at night 
with a loud cry, exclaiming that some one is in the room. When first 
seen he appears as though not fully awake, or as walking in his sleep. 
This occurs nearly every night. He also wets the bed. Now, gentle- 
men, this is more common than we might suppose. Many children are 
afflicted this way, but almost invariably it is r^arded as foolish fear, 
and the child is punished. After repeated scenes like this, the child 
is supposed to have some ailment, and is brought to the notice of the 
physician. Usually these cases are anaemic ; there is want of nerve- 
force, poor digestion, constipation, depraved appetite, and restless sleep. 
The child objects generally to sleep alone or in the dark, — sleeps with 
apparent soundness at first, then starts up screaming, and with all the 
evidences of great terror. Some will walk in their sleep and wake in 
fright. In short, this affection shows a marked disturbance of the 
nervous system, and if neglected may lea^ to some form of insanity. 
As before mentioned, there are few cases of night-terrors which do not 
also have enuresis. Undoubtedly in some cases the child wets the bed 
through fear, as we know in such a condition the sphincters oftx?n relax 
and the contents of the rectum as well as of the bladder are evacuated ; 
but this is not always the case, and enuresis in such instances is due to 
the same causes as mentioned when considering that affection. You 
should always regard these cases as of special importance. I could 
detail many instances where the child was in such dread of the dark, 
or of sleeping alone, as to live under a cloud, as it were, especially at 
the approach of night. Again and again children have told me that 
they would be so happy if it never got dark. Unfortunately, the be- 
lief on the part of parents that this must be whipped or in other ways 
" punished out of them'* (to use a common phrase with parents under 
such circumstances) results in many children growing up in constant 
fear of the dark, and becoming morose, even idiotic, truthfully victims 
of mistaken ideas on the part not only of the parents, but even of the 
doctor. These little unfortunates demand not only our warmest sym- 
pathy, but, in addition, our earnest efforts to relieve their misery and, 
if possible, to lift the cloud under which they grope. 

In the treatment the first and most important indication is to pro- 
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duce in the minds of those who have charge of the patient a conviction 
that much of the success of the treatment will depend upon their earnest 
co-operation. This fully obtained, the rest is rendered a much lighter 
task. Insist that nothing shall be omitted which will secure to the child 
peace at night. Always have the room lighted, and that sufficiently to 
remove those dark corners, full of evil-looking shadows, in which, in 
its terrified state, the child imagines he can see untold horrors. A 
bright light is not needed, as that is liable to promote wakefulness. If 
possible, have an older person sleep with the child, or sufficiently near 
to secure that feeling of safety which is so helpful in this condition. 
Next build up the system with tonics containing iron, and here one of 
the best is syrup of the iodide of iron, five to ten drops in free solution 
three times daily. Strychnine or nux vomica always aids in such cases. 
Where great evidence of anaemia exists, I employ a combination now 
much used in this hospital : dilute phosphoric acid, tincture of chlo- 
ride of iron, of each two drachms ; syrup, three ounces. Dose, one tea- 
spoonful in water thrice daily. You get here a combination of iron and 
phosphorus which is of great value, and is quite agreeable to the taste, 
making a lemonade, so to speak, which I employ freely in many dis- 
eases of children. The phosphorus is indicated by the condition of 
the nervous system. Should the sleep be fitful and the child restless, 
bromide of sodium will always prove useful, say five to seven grains 
in camphor-water or cinnamon-water an hour before bedtime, and re- 
peated as needed in an hour or more. Where great trouble is present, 
and the bromide does not readily relieve, I always have recourse to 
chloral, which I have found to be of great benefit and well borne by 
children at all ages. 

It is well to impress upon parents the danger to be apprehended in 
these cases of the child becoming idiotic, etc., since otherwise, as it is 
liable to be troublesome to care for, and the treatment often extends 
over some weeks or months, the child is n^lected, and all beneficial 
results are lost. 

In this case, after several weeks of untiring care, the child was 
brought to the clinic showing a marked difference in every way. 
Particularly was the improvement noted in the look of happiness on 
the face of the little patient taking the place of the sad, fearful coun- 
tenance on its first visit. The mother had faithfully carried out the 
plan detailed to her, and she almost immediately noticed an improve- 
ment in the child. When it started up at night it was readily con- 
trolled, the incontinence soon ceased altogether, the sleep soon became 
less broken, the appetite returned, and in every way the symptoms were 
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changed for the better. Very many of these cases occur at children's 
asylums, boarding-schools, etc., where less interest is taken in the indi- 
vidual cases, and severity takes the place of intelligent, kind treatment ; 
therefore these children are less likely to show good results than when 
under the care of a loving mother or nurse. On this account we find 
so many of such infirmities prevailing in hospitals for imbeciles, and 
even in grown-up persons in insane hospitals. 
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CLIKIOAL LSOTURB DKLIYKRBD AT THE NEW YORK POLYCLINIC. 

BY FLOYD M. CRANDALL, M.D., 

Lecturer on Diseases of Children in the New York Polyclinic. 



It was formerly taught that rheumatism was an uncommon dis- 
ease in early life. It is now the belief of those who see children in 
large numbers that such teaching was erroneous and arose from mis- 
interpretation of numerous well-defined symptoms. In a recent study 
of the etiology of chorea, I was surprised at the marked differences in 
the conclusions reached by various observers. One found rheumatism 
a cause of chorea but four times in two hundred and fifty cases; 
another found it in twelve per cent. ; another in fifty-seven per cent 
How are these differences to be explained ? The conclusion is inevi- 
table that they were due to some error in diagnosticating rheumatism. 
Either one man overlooked the disease, or another saw it where it was 
not present. Tiiis leads to the question, Is rheumatism, then, so diffi- 
cult of diagnosis ? The difficulty arises not so much from obscureness 
of sjTnptoms as from the fact that we look for the same symptoms that 
we are accustomed to see in the adult. It is somewhat significant that 
in the observations just quoted the small percentages were those of 
neurologists, who see little of the diseases of children. Few other 
diseases manifest themselves so differently in childhood and in adult 
life. The two little patients before us show these differences ex- 
tremely well. 

Case I. — This little boy, eight years of age, gives the following 
history. The mother has had no definite rheumatic symptoms, but 
the father has suffered from two attacks of acute articular rheumatism. 
The patient had complained of growing pains for two years or more, 
but there were no definite articular symptoms until a little over two 
years ago. At that time he had an attack of pain in the ankles which 
continued two days, with slight swelling, but no redness. He continued 
to play about, but complained of pain and lameness. In the following 
176 
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spring he had a second attack, less severe, followed by a mild attack 
of chorea which lasted five weeks. He has also had two attacks of sore 
throat, one of which was pronounced by a physician to be tonsillitis. 

The present illness b^an night before last, following a wetting of 
the feet in the morning. That same night he wbs feverish and unable 
to sleep because of pain in both ankles and in the muscles of the leg. 
The ankles were neither swollen nor red. Yesterday he was quite 
lame, and complained of pain, but did not remain in bed. Last 
night the pain was more severe, and was located in the ankles and 
the right knee. There was also pain in the muscles of the thigh and 
calf. He was again feverish, but there was no swelling. You observe 
that he walks with considerable effort. There is a limping gait, evi- 
dently due to stifibess as well as pain. The mother says that he is less 
lame now than when he started from home. You observe that there 
is a little puffiness about the ankles, especially the left, and a decided 
tenderness on pressure. You also observe that there is some sensitive- 
ness of the right knee, and upon pressing the tendons back of the knee 
there is decided tenderness. We have him again walk across the floor, 
and we see that the limp is due to inability or disinclination to put 
the heel well down to the floor. This is due to pain and tenderness 
of the hamstring tendons. 

The facial muscles are slightly unsteady and the movements of the 
hands and feet are somewhat erratic, but we can hardly say that the 
child is now choreic. The tongue, though coated, is not the large, wet, 
flabby tongue so often seen in adults suffering from rheumatism. 
There is no perspiration. The appetite is poor. The temperature is 
DOW 100^^. Examination of the heart reveals a blowing mitral re- 
gurgitant murmur. 

Case II. — ^The second patient is a girl of eleven years, who was 
brought this morning for treatment of chorea which b^an four days 
ago and has grown rapidly worse during the past twenty-four hours. 
Since last night she has had quite severe pain in the right wrist, which 
is somewhat swollen and sensitive to pressure and has a faint red fliish. 
She has been somewhat feverish, and now has a temperature of lOOf ®. 
She is extremely ansemic, but presents no other acute symptoms. She 
had chorea four years ago, lasting eight weeks, and a second attack last 
year, accompanied by arthritis of the ankles and one wrist. There is 
a blowing murmur at the apex, which is not carried far to the right 
and is strongly suggestive of acute endocarditis. 

These cases illustrate the three most marked peculiarities of rheu- 
matism during childhood : 
Vol. I. Ser. 8.— 12 
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1. The symptoms are isolated and irregular in their order of devel- 
opment. 

2. The arthritis is mild and apparently of little importance. 

3. Several symptoms are common which do not appear in later life. 

Symptoms that are grouped closely together in adults tend to be- 
come isolated in children and appear at varying intervals, so that the 
disease may consume months or years in developing all its phenomena. 
It pui*sues no fixed course ; the symptoms are variable in their order 
of appearance and combination. In the case of the little boy we have 
the following order of events: growing pains followed by arthritis, and 
this several months later by another attack of arthritis with chorea, 
and still later by tonsillitis and arthritis, endocarditis having been de- 
veloped during the time. In the case of the little girl the order of 
events is wholly different, and yet the case is as truly typical as the 
first and the diagnosis as undoubted. 

Let me present to you a brief outline of the clinical histories of 
other cases of rheumatism : 

1. Growing pains, followed by chorea, at five years ; chorea at six 
years ; arthritis one month later ; arthritis one month later ; chorea six 
months later; chorea four mouths later, with arthritis and fibrous nodules. 

2. Chorea at four years ; chorea at six years (no cardiac symptoms); 
arthritis four months later; tonsillitis with joint-pains and endocarditis 
three months later ; arthritis four months later. 

3. Chorea at six years ; chorea at seven years ; chorea at eight 
years; growing pains during three years; acute arthritis (ankles and 
knees), followed in one week by chorea ; at nine years arthritis, three 
months later followed by chorea, and another attack of chorea in four 
months ; tonsillitis frequently ; cardiac symptoms (mitral r^urgitatiou 
and aortic obstruction). 

4. Chorea at five years; chorea fourteen mouths later; arthritis 
nine months later, with endocarditis ; tonsillitis three months later. 

5. Arthritis (slight), followed by chorea, at six years. Arthritis 
of foot at eight years ; recovery ; second attack of arthritis with endo- 
carditis eight days later ; sudden death. 

These histories show very clearly the peculiar distribution of 
symptoms over long periods of time. They prove the truth of 
Dr. Cheadle's statement, that the history of a rheumatism may be the 
history of a whole childhood. 

The two cases before us also show the behavior of the arthritis in 
children. The one characteristic symptom upon which we rely in the 
adult is especially uncertain in the child. Arthritis is synonymous 
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with rheumatism in the mind of the physician whose practioe is 
chiefly among adults. In the child it is usually a symptom of minor 
importance, and may be so slight as to be entirely overlooked. One 
joint alone is not uncommonly involved, the only symptom being 
stiffness and tenderness, with, perhaps, slight swelling and redness. 
Occasionally a distinct attack of acute articular rheumatism is seen in 
a child of ten years, but it is rare. The younger the child the less 
marked the arthritis. Sometimes the tendons and their sheaths alone 
are affected. Rheumatism is, in fact, a disease characterized by inflam- 
mation of the fibrous tissues of the body. Stiffening of the hamstring 
tendons, as in the case before you, is very characteristic of rheumatism. 
The child is unable to put the heel to the ground, and hobbles about 
for a day or two on the toe. The attack then passes away and is for- 
gotten, and no history of rheumatism is obtained from the parents. 
A peculiarity of the pain and stiffness of rheumatism in the child, as 
in the adult, is their increased severity after rest. They are less 
marked after moderate exercise, so that a child who has been limping 
at home in the morning often walks quite naturally when he reaches 
your office. 

A transient but slight elevation of temj>erature usually accom- 
panies a rheumatic attack. It commonly ranges at about 100°, and 
occasionally reaches 102° or more. Many attacks of so-called ephem- 
eral fever are in fact rheumatic attacks. The accompanying charts 
show the temperature range in two typical cases of arthritis. The 

™ , Fio. 2. 

Fio. 1. 



first patient was a girl of nine years (Fig. 1) ; the second was a boy of 
six years (Fig. 2). In the latter case the slight elevation of temperature 
on December 9 was coincident with the development of endocarditis. 
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Recurring tonsillitia is, without doubt^ an expression of the rheu- 
matic diathesis, but we should not be warranted in making a diagnosis 
of rheumatism from one or two attacks of tonsillitis alone. When it 
is several times repeated the suspicion of rheumatism is strong, and 
other symptoms of that disease will probably be found, if looked for. 

Purpura is an interesting and not very uncommon manifestation of 
rheumatism. It is mast frequent in young adults, but I have seen a 
well marked case in a boy of six years. It may accompany, follow, or 
precede an arthritis, and is quite prone to occur independently of all 
articular symptoms. I have seen it four months removed from any 
other symptom. The spots are more common upon the ankles and 
the outer sides of the legs than upon the shins, and are sometimes very 
sensitive and painful. Urticaria is a common disease in children of 
rheumatic tendency, but it cannot, perhaps, be called strictly a rheu- 
matic manifestation. The profuse acid sweating of rheumatism in the 
adult is rarely, if ever, seen under twelve years of age. 

Neither of these patients shows fibrous nodules, which, when pres- 
ent, are diagnostic of rheumatism. They are small rounded bodies 
which develop in the vicinity of the joints. They are not tender to 
the touch, and cause no pain. They sometimes appear suddenly, often 
in successive crops, but disappear slowly, many weeks sometimes being 
required. They are most commonly found about the malleoli, patella, 
clavicle, scapula, spines of the vertebrae, extensor tendons of the hand, 
temporal ridge, and occiput. They may be found singly or in groups, 
and vary in number from three or four to thirty or forty. There can 
be no doubt that their external development is usually associated with 
endocarditis, growths of similar character appearing at the same time 
along the edges of the valves. It is, therefore, a symptom of the 
gravest importance. 

It is generally admitted that there is a relationship between chorea 
and rheumatism. The exact nature of this relationship is still a dis- 
puted question. In one hundred and nineteen cases of chorea in 
which I have recorded histories, rheumatism, either antecedent, con- 
current, or subsequent, occurred in fifty-four and one-half per cent 
There are unquestionably several causes of chorea. It is not all 
rheumatic. It often results from fright alone. I believe there is a 
neurotic predisposing factor underlying chorea. The children in some 
families are almost certain to have it if they contract rheumatism. 
In other strongly-rheiimatic families chorea never appears. There is 
an indefinite factor which we call predisposition. With this factor 
present, rheumatism, fright, hysteria, or pregnancy may act as a pre- 
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disposing cause. The most frequent and powerful of these is rheu- 
matism. The neurologist who sees a strong neurotic element and 
ignores rheumatism, and the general practitioner who sees rheumatism 
and ignores the neurotic element, are both equally at fault The two 
are not antagonistic, but are relatedf as predisposing and exciting 
causes. 

The most important element in the whole rheumatic series is endo- 
carditis. It is due to the direct action of the rheumatic poison, and 
cannot properly be called a complication. It is far more common in 
children than in adults. It may occur with the mildest attacks, and 
probably in rare instances is unaccompanied by any articular symptoms. 
It is insidious in its onset and usually subacute in its character. It is 
the element whicli renders rheumatism a dreaded and serious disease. 
No rheumatic attack, however mild, should be allowed to pass without 
careful physical examination of the heart. If detected early, much 
may be done by rest, diet, and tonics to avert chronic heart-disease. 
The murmur is at first soft and blowing. It may disappear or be- 
come harsher and develop into a permanent murmur. The rational 
symptoms of endocarditis are very obscure. There may be a slight 
increase in the temperature, and the child may assume a restless, 
anxious expression, with a tendency to cyanosis. Prsecordial pain and 
oppression of respiration are sometimes complained of. As a rule, the 
disease is only detected by physical examination. 

Pericarditis is also a frequent accompaniment of rheumatism. 
According to Sturges, the most common cardiac disease of children is 
peri-endocarditis. 

In treating rheumatism, we are not doing justice to our patients if 
we attempt only to control the arthritis and reduce the pain. We 
must not foi^t the most important and dangerous of its manifesta- 
tions,— endocarditis. Successful treatment will accomplish four results : 
reduction of fever, control of arthritis, relief of pain, and prevention 
of endocarditis. Does the treatment by salicylate of sodium, now so 
prevalent, fulfil all these requirements? It certainly does not. It 
relieves the subjective symptoms of rheumatism more promptly than 
any other mode of treatment, but it does not materially lessen the 
danger of endocardial inflammation. A cardiac murmur will some- 
times appear in a patient fully under the influence of the salicylate. I 
have never seen any reason to believe, however, that it increases the 
danger of cardiac involvement, but in large doses it is a decided cardiac 
depressant. The alkaline treatment is much slower, but the cure is 
more permanent and the danger of endocarditis is decidedly less. 
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A combination of the two plans would seem to offer the safest and 
most satisfactory method of treatment. This, in my experience, has 
proved to be the fact. When no acute endocarditis is present, I am 
in the habit of administering salicylate of sodium at stated intervals, 
usually every four hours, alternating it with an alkaline mixture. This 
is continued for three or four days. If the symptoms still persist, the 
salicylate is decreased and the alkali is increased. If endocarditis 
develops, the salicylate is dropped entirely and the alkali largely in- 
creased. To this little boy we shall give the following prescriptions : 

B Sodii salicylatis, 3U8 ; 

Glyoerini, ^ss ; 

Elix. simplicis, ad §ii. 
Sig. — TeaspoonfUl every four hours. 

B Potassii citratis, ^iss ; 

Sodii bicarb., ^iii ; 

Syr. limonis, Jiss ; 

Aqu» ad ^iii. 
Sig. — Teaspoonful eveiy four hours. 

These are to be taken alternately, so that he shall receive medicine 
every two hours. If his symptoms have not disappeared when the 
salicylic mixture is gone, the alkali mixture will be continued at inter- 
vals of two to three hours. We shall also give him a few tablets of 
Dover's powder, each containing two and one-half grains. One of 
these may be given every four hours during the night, if the pain pre- 
vents sleep. We shall direct the mother to put him in bed and keep 
him there till every symptom has disappeared, and wrap the ankle in 
cotton batting or flannel. In severe cases I am in the habit of directing 
the sheets to be removed from the bed and have the patients placed 
between flannel blankets. When the acute symptoms have disap- 
peared we shall give him iron and continue it for several weeks. In 
this case the syrup of the iodide will be the best preparation. The 
bitter wine of iron is sometimes preferable, and it is often of ad- 
vantage to add one or two drops of Fowler's solution. 

The little girl requires very different treatment. For the chorea, 
which is the most urgent symptom, we shall give Fowler's solution in 
full doses three times a day, and at the same time combat the rheuma- 
tism as vigorously as possible. Salicylate of sodium is contra-indicated 
because of the endocarditis. We shall depend wholly upon alkalies, 
and shall prescribe an alkaline mixture similar to that given to the 
other patient, but of double the strength. We shall also give opium 
in sufficient doses to relieve j)ain during the next forty-eight hours. 
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uiet are of great importance. Opium in judi- 
securing this and will at the same time steady 
/hich is somewhat irregular in its action, 
th children should be maintained at the highest 
• should be placed under as favorable hygienic 
Dtained. They should be warmly clothed with 
ut should not be confined to overheated rooms, 
e plenty of out-door exercise, conditions likely 
k of rheumatism should be carefully guarded 



^"iy" ^OQ^^itized by Goog le 



f.V' '/o. 



BRONCHO-PNEUMONIA IN CHILDREN. 

CLU7I0AL LBCTURS DBLIYEBED AT THE SUFFOLK BIBPSNSABT. 

BY FRANK S. PARSONS, M.D., 

Formerly Lecturer on Diseases of Children in the College of Physicians and Sur* 
geons, Boston, Massachusetts ; Physician to the Suffolk Dispensary. 



The patient before the class to-day is a male infant, eleven months 
old. He is now fairly convalescing from an attack of broncho-pneu- 
monia contracted about five weeks ago. Some of you remember him 
when a very sick child at his home. His history is interesting. Bom 
during the winter season, of healthy parents belonging to the laboring 
class, he received at that time the care and nursing common among 
people who cannot afford to employ trained help. This generally con- 
sists of the services of some kind-hearted lady friend who, from sym- 
pathetic willingness, tenders her assistance, or, for a pittance, is hired 
to help out in these emergencies ; she often takes the child and, from 
Ignorance of its delicate constitution, washes it in a manner most cal- 
culated to expose it to the perils of " taking cold.*' In this way our 
little patient contracted an attack of bronchitis, which, as the mother 
says, " hung about him all winter.^' Through the summer he appeared 
to be in good health, nursed r^ularly, and grew plump and strong. 
During the sudden changes of temperature experienced late this Ml he 
contracted another attack of bronchitis, which, owing to the ignorance 
of the danger from simple bronchitis in children which prevails com- 
monly among the laity, received no medical attention until his mother 
sent for us at the dispensary, some four or five weeks ago. 

On examination at that time, the child had a high temperature 
(105° F.), a rapid pulse, rapid and labored breathing, with an incessant, 
short, hacking cough, marked restlessness, dulness over the lower por- 
tion of both lungs posteriorly, but normal resonance anteriorly. 

On auscultation we found all sorts of rAles, mostly mucous, over 
the chest, except over the consolidated portion, where there was sub- 
crepitation. A severe case of broncho-pneumonia was diagnosed, and 
184 
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the mother warned of the imminent danger to the life of her ehild, 
and the importance of careful attention and faithful nursing impressed 
upon her. 

The treatment will be discussed later on. 

To-day you find the patient with more or less cough remaining 
and occasional bronchial rdies, but on a fair road to recovery. I wish, 
in the first place, to impress upon you the importance and danger of 
simple bronchitis in children, especially in infants. Be the causes 
what they may, this disease always leaves an increased liability of re- 
currence. Secondly, I wish to impress upon you that there is nothing 
easier in the progress of diseases than for a severe broncho-pneumonia 
to grow out of a case of simple bronchitis in the young infant. In 
fact, practically, the former is but a severe stage of the latter, com- 
bined with the inflammation induced in the lung-substance by the 
mechanical irritation of accumulated mucus and other detritus at the 
dependent portions of the lung. Thus you see we have in this very 
case a history of a previous bronchitis, in all probability primarily 
arising from the first bath of infancy ; and mark the comparative ease 
with which this subsequent attack assumed such grave proportions. 

To appreciate the reason for this it is only necessary to review for 
a moment the anatomical <3onstruction of the infant lung as compared 
with that of the adult, or even of children over seven years of age. 
You will recall that the bronchial tree of the new-born has relatively 
larger limbs and branches than twigs and leaves, so to speak. In- 
deed, the air-sacs, or alveoli, are yet mere bud-like dilatations of the 
smaller tubes ; their walls are thick and their structure is loose and 
yielding. 

Throughout the entire bronchial tract the inner coats readily shed 
and proliferate their epithelium. The connective-tissue net-work of 
the infant lung is delicate, tending to abundant cell proliferation, and 
occupying relatively more of the lung-space than in the adult. The 
blood-vessels are loosely held in the connective-tissue net- work, and 
easily dilate, — thus, when over-congested, compressing the space properly 
occupied by tlie alveoli and smaller bronqjiioles, which may cause them 
to partially collapse. The muscular coats of the bronchi are weak in 
pn>portion to the youth of the child. Thus you can readily see, with 
all the excessive proliferation of embryonic cells that takes place in its 
morbid process, how serious an inflammatory attack of lung or bron- 
chial tissue in the infant may become, while in the adult there is not 
only more resisting power, but less of cell proliferation to occlude the 
passages. 
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The profession generally are gradually omitting the synonymes 
by which broncho-pneumonia has been known, for good and sufficient 
reasons. Lobular pneumonia, catarrhal pneumonia, and capillary 
bronchitis are terms which do not quite explain the full nature of the 
disease, while to combine the term "bronchitis" with "pneumonia" 
gives a clearer idea of its pathology. 

When an infant, for some cause, is attacked by catarrhal inflam- 
mation of the bronchial tubes, there is first congestion and swelling of 
the mucous membrane, then desquamation and rapid proliferation of 
embryonic type cells, which in their turn are shed. This process is 
especially active in in&nts. The bronchial secretion of mucus increases 
after the congestive stage, and in severe cases its watery elements are 
intermixed with pus and mucopus. As the disease advances this 
detritus accumulates in the bronchial tubes, and, as the child grows 
weaker and unable to cough up all the secretion, it gravitates to the 
dependent portions of the chest. Thus, as most sick children lie on 
their backs, you will find generally the lower posterior portions of the 
child's lung the seat of consolidation in broncho-pneumonia. Finally, 
inflammatory action arises in circumscribed spots involving the alveoli 
and connective tissue, caused by the irritating action of the accumu- 
lated secretion. 

As to the causes which primarily produce inflammation of the bron- 
chial mucous membrane, they do not differ materially from the causes 
which produce simple coryza, or " snuffles." Changes of temperature, 
draughts, and sudden changes in the heat of rooms, combined with im- 
pure air, have much to do with the causation of catarrhal aff*ections in 
adults as well as in children. This is true in the houses of the rich 
as well as in those of the poor. Exposure to cold and wet may occur 
from perspiration and soiled diapers. Constitutional diseases, promi- 
nent among them scrofula, rickets, and syphilis, are predisposing factore 
to bronchial affections. Probably there is no acute disease so prone 
to cause broncho-pneumonia and render it especially fatal as measles. 
Whooping-cough is also a prime factor in its etiology. Whether micro- 
organisms ever play a sufficiently important part, in connection with 
these diseases, to cause broncho-pneumonia, or whether the latter is in- 
duced merely by the presence of the morbid catarrhal deposits in the 
bronchial tubes, is an unsettled question ; I am inclined to think the 
latter is the more practical view. However, broncho-pneumonia some- 
times accompanies measles from the start. I well remember a case, 
some years since, which gave every symptom of broncho-pneumonia, 
with consolidation over both lungs posteriorly, but which also, on the 
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fourth day, presented an eruption of measles on the child's face^ and 
caused a fatal termination tliat night 

I am fully convinced that another cause of bronchial inflammation 
iu infants lies in the manner in which they receive their baths. Too 
little regard is paid to the delicate condition of an infant's respiratory 
apparatus and the sensitiveness of its skin to draughts of air. Igno- 
rance here is not always to be blamed, for I have seen professional 
nurses wash infants so carelessly that the child was cold, blue, and 
shivering before they were through the process. I have also seen 
cases of broncho-pneumonia occur from such exposure in the houses of 
the well-to-do. 

The principal difficulty in diagnosis is between this disease and 
croupous pneumonia. To distinguish them you must bear in mind the 
age of the child, for the younger the child the more apt is the disease 
to be broncho-pneumonia instead of croupous. There is generally a 
previous history of bronchitis or ill health in this disease, and often 
we have a history of measles or whooping-cough, while in croupous 
pneumonia the disease b^ins abruptly. The frequency of respiration 
is about the same in the two diseases, but is more labored in broncho- 
pneumonia. The expiratory moan is common to both. The temper- 
ature-rise is abrupt in croupous pneumonia, while in this disease the 
rise is more gradual. 

On physical examination we find the consolidation, if present, over 
portions of both lungs, generally the posterior, owing to the custom 
of sick children to lie on their backs. In the croupous variety any 
consolidation present is likely to be found over a whole lobe, generally 
on one side ; but it is not the easiest thing always to find this con- 
solidation in either variety. Rllles and unimpaired resonance are 
common to both forms of pneumonia. As children do not expectorate, 
but swallow the secretions they cough up, there is often vomiting of 
mucus and " phlegm," so called, in all diseases of a catarrhal nature 
of the respiratory trac^ Recovery from broncho-pneumonia is by 
lysis, in contradistinction to the crisis of the croupous variety. 

The prognosis of this disease should always be guanled. While often 
the sickest of children recover, yet sometimes those you think will pull 
through suddenly collapse. 

Treatment. — A comfortable room, well ventilated, and good, cleanly 
surroundings, are as necessary in this disease as in any other. Care 
should, of course, be exercised to prevent all undue exposure to sudden 
changes of temperature, draughts of air, etc., which will in any way 
increase the danger of contracting a "cold." The sick child should 
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be clad in a long, warm night-dress made of soft flannel or cotton 
flannel, and be kept in the same, unless absolutely necessary to change 
for the sake of cleanliness, until the severity of the disease is past. In 
the first place, I am in the habit of directing, in these cases of broncho- 
pneumonia, that a kind of chest-protector be made from eider-down 
flannel, which is thick and warm, besides being very soft and unirri- 
tating. This is made out of one piece, cut of sufficient length to reach 
as far down as the level of the umbilicus all around ; an opening large 
enough to slip over the head is made in the centre of the piece, and 
arm-holes cut out to fit ; then into each of the sides are sewed some bits 
of tape for tie-strings, so that when applied the sides can be so fastened 
as completely to enclose the chest It is well to have two or three of 
these protectors made, in order that one may be worn all the time until 
warm weather. 

I am of the opinion that some such protector is of more value in 
broncho-pneumonia than all the jwultices, ointments, or other applica- 
tions that are usually employed. RegaixJing poultices, whatever be 
their value in simple bronchitis, which I believe is small, they have 
no place in broncho-pneumonia ; indeed, I think they oft^en do more 
harm than good; unless frequently changed they become cold and 
clammy, and the exposure necessary to change them is an unwar- 
ranted one which does not benefit the infant's condition in this disease. 
Counter-irritation in the treatment of catarrhal affections of the chest 
in children is likely to produce harm. 

When called to treat such a case as our little patient here first pre- 
sented, the main object in view is the relief of those symptoms that 
are immediately oppressing and urgent. With him this meant, first, 
stimulation ; second, reduction of temperature ; and third, attention to 
his cough and chest-symptoms. When we can see the case early, we 
often have time to confine our medication to the relief of the cough 
and assistance of resolution ; but where the vital powers of the child 
are weakened, there must be some support given these by stimulation 
previous to any attempt to treat the cough, otherwise the child may 
quickly succumb to over-strain of the heart. In such cases I have been 
in the habit of employing a mixture of one part brandy to five parts 
pure boiled water, preferably hot, and of this half a teaspoonful is 
given every half-hour, while each hour one drop of tincture of 
digitalis is added. In my experience, this way of supporting weakly 
infants has worked remarkably well. In some cases it may be neces- 
sary to reduce the temperature by means of antipyretic drugs, and of 
these there is no better one than a grain of acetanilide every three or 
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four hours, or a small dose of aconite may be employed. These must 
be used cautiously in conditions of extreme prostration. 

When it is necessary to give an emetic to relieve the stomach as 
well as the bronchial tubes of the thick, viscid mucus lodged in them, 
there is not a great deal of choice between ipecac and turpeth mineral. 
It is somewhat dangerous to give either as a last resort and when the 
child is already moribund, as is sometimes done ; but while th^ baby 
has strength and appears to be suffering only from dyspnoea, there is 
often marked benefit to be derived from a free emesis. 

For similar reasons a little calomel given occasionally to free the 
stomach and bowels from the mucous collections is often beneBcial. 
When a cough-mixture is given, there should be a definite reason for 
every drug in its composition. Compounding a cough-mixture at ran- 
dom, with the hope of hitting something that will stop the cough, is 
not only an unscientific way of treating the disease, but you will be 
fortunate if you escape without doing harm. 

Neither can one give any set rules in all cases. Stopping a cough 
is not the only thing to be done in the broncho-pneumonia of children ; 
cough is nature's mode of getting rid of offending matter in the respi- 
ratory tract, and to stop it in these catarrhal diseases of children simply 
allows the accumulation of mucus in the bronchi to increase more and 
more without the necessary efforts to expel it. The first principle of 
a good cough-mixture in broncho-pneumonia should be some drug that 
will increase the watery elements in the mucous secretion, and thus 
render the latter less viscid. For this I generally employ ipecac. 
There are some authorities who do not agree with me in the propriety 
of stimulating the mucous glands in broncho-pneumonia,^ but when one 
sees, time after time, the relief obtained as soon as the cough becomes 
'^ loose'' and '* raising" easy, he is inclined to place confidence in such 
a remedy. I do not give ipecac " to the verge of emesis," by any 
means, but use the wine in small repeated doses until the effect desired is 
manifest. Combined with ipecac, some slight admixture of opium tends 
to hasten the second stage, as well as to relieve the irritability of the 
first, and for this the combination of opium and camphor in the form of 
paregoric has a happy effect, partly due to the action of the camphor. 

Dr. Dodge, of Kingston, New York, has said,' " the stimulating 
expectorants recommended by some,' especially senega and squill, are 



* Dr. P. G. Morrill, in Heating's Cyclopaedia, vol. ii. 

' Journal of the American Medical Association, December 17, 1892. 

' Loc. ciU 



Digitized by 



Google 



190 INTERNATIONAL CLINICS. 

worse than useless in the early stages of bronchitis/' and I might add, 
the same is true of their use in the early stage of broncho-pneumonia. 
It is a good plan to establish pretty free action of the skin and kid- 
neys. You know that in all fever cases the high color and concentration 
of the urine indicate more or less tax on the kidneys, and we are apt 
to get congestions in them of a secondary nature ; therefore it is a good 
plan to encourage some diuretic action. For this purpose, if a little 
citrate of potassium is included in the cough-mixture the desired result 
is generally obtained. Therefore, for such reasons as these, our little 
patient received, in addition to the stimulants he was taking, the fol- 
lowing prescription : 

B Vini ipecac., ;5i; 
Potass, citratis, ^88 ; 
Tinct opii camph., ^ii ; 
Eliz. simp., §i ; 
Aquae destil., q.s. ad giv. — M. 
Sig. — A teaspoonful every two hours to an infknt one month of age. 

By employing the simple elixir in cough-mixtures you will avoid 
their becoming sour in warm rooms and summer weather, while there 
is no especial advantage to be gained in the use of syrups as a vehicle ; 
moreover, they are often so thick and sweet that they are nauseating. 
The stimulating expectorants, and especially ammonia, are useful in 
the latter stages of this disease when a free watery secretion has been 
established, and all that is necessary is the promotion of its expulsion 
from the bronchial tract. 

In cases of recurring " tightness over the chest" or suppression of 
cough there is often benefit to be found in the boiling of water in the 
sick-room ; the steam arising therefrom gives a moisture to the atmos- 
phere which favors the expulsion of the secretion by adding to it 
watery elements. 

During the course of the disease the position of the child's body 
should be often changed, so that hypostatic congestion shall not take 
place and increase the liability to collapse. 

The diet of nursing infants it is, of course, not necessary to discuss, 
but that of older children should be liquid and nutritious. Beef-juice, 
broths, and milk are essential during the disease, while the white of 
egg and cod-liver oil make good nutritious diet, in connection with 
milk, during convalescence. 
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I. RUPTURE OF THE URETHRA FOLLOWING STRIC- 
TURE; PERINEAL URETHROTOMY; RECOVERY. 
II. LACERATION OF BLADDER AND RECTUM 
FOLLOWING COMPOUND FRACTURE OF PEL- 
VIS; ABDOMINAL SECTION ; DEATH. 

CLINICAL LSCTURS DKLIYBRED AT THK HOSPITAL OF THB VKIVEBSITT OF 

PBNNSTLVANIA. 

BY JOHN ASHHURST, JR., M.D., 

Barton Professor of Surgery and Professor of Clinical Surgery in the University of 
Pennsylvania ; Surgeon to the Pennsylvania Hospital, etc. 



Gentlemen, — I want to show you this case of ruptured urethra, 
and say a word or Iwo on another case which has recently been in the 
hospital. When this man was brought into the ward he was unable to 
pass his water. He had a stricture of the urethra, which was acquired 
some years ago, and the contraction had gradually increased until about 
a week or ten days before he was admitted, when he became unable to 
pass more than a few drops of urine at a time, while swelling of the 
perineal r^ion occurred, showing that there was a rupture of the 
urethra behind the stricture. 

In order to relieve the patient's great suffering and to empty the 
bladder, an incision was promptly made in the perineum, opening the 
urethra behind the stricture, and permitting the escape of the urine 
that had infiltrated into the cellular tissue. This was all that could be 
done for the time; the patient's immediate sufferings were relieved, 
and a passage was made from the bladder to the external surface, and 
we now have to wait until the sloughs sejiarate and the parts return to 
a healthy condition, when it will be proper to see what can be done for 
the cure of the stricture. From the tightness of the occlusion in this 
case, no instrument could be introduced, not even the smallest filiform 
bougie, so that the operation employed was that described by Mr. 

191 



Digitized by 



Google 



192 INTERNATIONAL CLINICS. 

Cock as "tapping the urethra at the apex of the prostate." This 
operation is performed by introducing the forefinger of the left hand into 
the rectum so as to recognize the position of the parts, and then making 
a small median perineal incision, from before backward or from behind 
forward as preferred, ending half an inch in front of the anus. Mr. 
Cock employed a double-edged knife, but I ordinarily use a simple 
straight bistoury. This I take in the right hand, with the back of 
the knife towards the rectum, so as not to run any risk of wounding 
the bowel, and push it on, guiding its course by the left forefinger, 
until it punctures the urethra just at the point of the prostate, and 
therefore behind the stricture, which is always situated anteriorly. 
The knife is then drawn forward, so as to open the membranous 
portion of the urethra, when, if the bladder is much distended, the 
urine will probably immediately b^in to flow. Then, still keeping 
the finger in the rectum, a grooved director is passed into the bladder 
through the perineal wound, and upon the director a full-sized flexi- 
ble catheter, which is fastened in, and its end carried into a urinal 
kept alongside of the patietft so as to keep him dry. 

When the parts have returned to a healthy condition, another 
effort may be made to pass a small instrument through the urethra, 
and it often happens that in two or three weeks after the operation the 
stricture will be found sufficiently relaxed to enable this to be done, 
when the cure may be completed by the process of gradual dilatation, 
or, under other circumstances, by internal or external urethrotomy as 
may be required. 

The other case about which I wish to speak to you was a much 
graver one than this, and terminated fatally a few hours after the 
operation attempted for the patient's relief. The man was employed 
about a mile out of the city, and was knocked down by the falling of 
two trees which were close together and connected by a rustic bench 
extending from one to the other, so that the trees were practically one : 
he sustained among other injuries a compound fracture of the left radius, 
a fi-acture of the right clavicle, and a compound fracture of the pelvis, 
— the OS innominatum of the right side, — ^and this was followed by the 
loss of a large quantity of blood, which came from the rectum, show- 
ing that there had been a laceration of that organ. A catheter was 
introduced into the bladder, bringing away only a small quantity of 
bloody urine, and upon injecting a moderate amount of fluid only a 
small portion returned, part of the remainder escaping from the anus 
and making it evident that there was not only a rupture of the blad- 
der, but a communication between the bladder and the bowel. This 
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was the ooudition in which I found the patient when I saw him last 
night 

With a good deal of difficultj I succeeded in getting a staff into 
the bladder, and then opened the perineum, making an incision as in 
the median operation for stone. Then, taking the staff out of the 
urethra, I introduced it through the perineal wound, and brought its 
point up in such a manner that it projected beneath the abdominal 
wall just above the pubis, and I next cautiously cut down upon this, 
so as to make an exploration of the bladder from above. 

As soon as the point of the staff was exposed, it was evident that 
it had passed through a laceration in the anterior wall of the bladder 
and was in the abdominal cavity. With some trouble I now succeeded 
in drawing the bladder forward by means of forceps, and introduced 
six or seven Lembert's sutures, so as to close the rupture by bringing 
the peritoneal surfaces together. Protrusion of the bowels was meas- 
urably prevented by the pressure of a soft towel wrung out of hot 
water, and after placing a drainage-tube at the lower part of the 
abdominal incision, this was closed. A catheter was also passed 
through the perineal wound and secured in position. No wound was 
found opening into the rectum, and the communication between that 
viscus and the bladder was no doiibt below the reflection of the pos- 
terior peritoneal fold. 

Although this case has terminated fatally, yet I feel satisfied that 
the treatment was proper, because statistics show us that without 
an operation patients with intra-peritoneal ruptures of the bladder 
almost invariably die. Without operation the mortality is ninety-five 
per cent., — i.e,, less than one-twentieth of the cases get well. On the 
other hand, by the operation nearly one-third get well, and instead of 
ninety-five per cent, the mortality is reduced to about sixty-eight per 
cent. Of course, therefore, as far as statistics bear on the question, the 
operation is justified ; and indeed with such a complication of severe 
injuries as this patient suffered from, recovery could hardly have been 
expected. 
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EVACUATION AND DRAINAGE OF INTESTINAL 
CONTENTS IN OBSTRUCTION OF THE BOWELS. 

BY J. GREIQ SMITH, M.A., F.R.S.E., 

Surgeon to the Bristol Royal Infirmary ; Lecturer on Surgery, Bristol Medical School, 

England. 



[A girl on whom an operation for intestinal obstruction was performed in the 
Bristol Koyal Infirmary on October 18, 1892, was made the subject of a clinical 
lecture on October 21, at which period the patient was practically out of danger. 
The operative treatment which had been observed by the audience was explained in 
detail according to the principles here given. Papers on operative evacuation of 
intestinal contents in obstructions were read by the author at the British Medical 
Association Meeting in Birmingham in 1890, and at the Royal Medical and Chirur- 
gical Society in London in 1892.] 

It is probably superfluous to insist on the fact that all cases of in- 
testinal obstruction are not fairly started on the high-road to recovery 
when the immediate cause of the obstruction has been removed. An 
operation may have been surgically perfect ; the band may have been 
found and divided, the gut liberated, the parietal wound closed, and 
the patient put to bed apparently little the worse for our interference ; 
but the bowels refuse to act, the abdominal distention remains, and 
the patient continues to sink. Although we have freed the strangulated 
gut, we have not relieved the obstruction. We have removed the 
prime cause, but not the whole cause, and the effect continues. 

This secondary cause I believe to be a combination of circumstances 
and conditions the concrete expression of which is the presence of 
enormous quantities of fluid and gas in the bowels. Broadly, it may 
be said that the cause of the continuation of the obstruction is the 
intestinal distention. 

It is not necessary to seek to isolate the factors at work in this 
chain of causation. We know that an over-distended intestine cannot 
pass its contents on. It may be that the long-continued overstretching 
has resulted in muscular paralysis, — ^an effect with which we are suffi- 
ciently familiar in other hollow viscera. Or it may be that the neces- 
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sarilj acute flexures of the distended gut form kinkings or infoldings of 
its walls which act as valves or barriers. Or it may be a sort of abdomi- 
nal asphyxia in which compression, venous stasis, or even nerve-shock 
takes part in producing the result. Probably a combination of these 
causes produces the common effect At all events, it is, in my belief, 
certain that the mere fact of over-distention of the bowels, whatever 
other elements may be associated with the distention, may be taken 
as an indication tliat the obstruction is not overcome, and that the 
patient's chances of recovery are greatest when we assume the help- 
lessness of the intestines to resume unaided their natural action, and 
when we relieve them of the burden they cannot throw off. 

I am pleading for no new departure in practice. A bladder that 
is paralyzed by over-distention is relieved by the catheter, and is per- 
mitted to recover its lost powers by repeated catheterization. An 
overdistended stomach regains its powers after being emptied several 
times by the tube. A dilated and paralyzed colon r^ains its contrac- 
tile power if it is permitted to remain empty by making an opening 
for the faeces above it And the plea for interference is stronger in the 
case of intestinal obstruction than in any of the examples quoted. For 
we may sometimes empty the bladder by extra pressure over the pubes, 
we may empty the colon by enemata, and the patient himself may 
empty his stomach by vomiting; but no extraneous aid can empty 
the bowels, unless, indeed, we include the tedious and ineffectual aid 
provided by vomiting. And as, also, in general intestinal distention 
there is positive and acute danger to life, we cannot afford to wait ; the 
patient will be killed by waiting. 

I hold, then, that, as a part of our operation for the relief of intes- 
tinal obstruction, we ought to empty or partly empty the over-distended 
bowels. And, further, I hold that if the distention is very excessive, 
and has continued over many days, we ought not only to evacuate, but 
to drain away the contents. Finally, it is only a prolongation of our 
treatment to make drainage permanent in those cases where the prime 
cause is not found or cannot be removed ; this is simply the formation 
of an artificial anus. 

It will be observed that in the last instance I enter the field which 
is usually reserved for colotomy or allied operations. This cannot be 
avoided. The motive to evacuate overladen bowels necessarily leads 
us among the chronic cases, and especially those in which acute 
symptoms have supervened upon chronic. 

As I am concerned only with those cases in which over-distention 
of the bowels is a prominent feature, it will be seen that I exclude from 
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consideration a large class, — a class that may be regarded as the roost 
hopeful. Of acute cases, I exclude all those in the earlier stages which 
have been observed before distention has become excessive, or in which 
the patient still has strength to vomit freely the fluids that are poured 
from the intestines into the stomach. I am doubtful whether cases of 
acute volvulus should not always have evacuation and drainage carried 
out. Of four cases which I have had to treat, in two I had to reopen 
the abdomen and drain, and in the other two I drained from the 
beginning. In subacute or chronic cases with incipient obstruction the 
question of immediate drainage does not arise ; we here deliberately 
choose and carry out our method of operation. But in some such 
cases we are not called upon to operate till the latest possible moment, 
when obstruction has lasted for weeks rather than days, where disten- 
tion is excessive, and where the patient is brought to the point of death. 
Such cases brook no delay ; the bowel must be opened at once and its 
contents evacuated, and we must make our entrance in many such cases 
through the anterior parietes and not through the loin. I am well 
aware that iyguinal oolotomy is supposed to be at a disadvantage as 
compared with lumbar colotomy in cases where the bowel is immedi- 
ately to be opened ; indeed, some surgeons maintain that where imme- 
diate opening is essential, colotomy by abdominal section should never 
be performed. Those who hold and act up to this view must, I am 
confident, lose lives which others who hold the opposite view might 
save. The operation of coelio-enterostomy — the making of an artificial 
opening in any part of the ileum or colon through any part of the 
parietes— can be done at one operation almost as safely as at two. 
Thus, I have made immediate openings in the transverse colon through 
the epigastrium,^ in the sigmoid flexure through the linea alba,^ in the 
middle of the ileum through the right linea semilunaris,' in the lower 
ileum through the right rectus,* in the descending colon through the left 
linea semilunaris,* and all recovered from the operation. A sixth case,* 
operated upon almost at the point of death, was found, post mortem, to 
have a satis&ctory anus between the ascending colon and right linea 
semilunaris. It must be noted that in all these cases the urgency to 
operate was great, on account of long-standing obstruction and great 

* A patient of Mr. Forty, of Wotton-under-Edge. 

* A patient of Mr. Eadon, of Hambrook. 

■ A patient of Dr. Eustace, of Weston-super-Mare. 

* A patient of Mr. Fowler, of Cirencester. 

* A patient of Dr. Shingleton Smith, of Clifton. 

* A case of Dr. Rossiter and others, Weston-super-Mare. 
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abdominal distention. I purposely exclude all cases where the urgency 
was not so great, and where an operation in two stages was strictly car- 
ried out 

And now to describe the methods of operation. First, as to anaes- 
thesia. As I am convinced that prolonged anaesthesia adds to the 
risks, I never, except in the most favorable cases, continue its use 
over a longer period than the few moments occupied in making the 
parietal incision and placing the stitches. This is the only painful 
part of the operation ; the rest of the proceedings can be carried out 
without anaesthesia ; sometimes they may even be assisted by the intel- 
ligent co-operation of the conscious patient. The free ends of the 
sutures, gathered together in two pairs of catch-forceps, lie on either 
side of the parietal incision, covered up by the warm, moist sponge- 
cloths which lie on either side of the wound, and are not in the way 
of the operator. 

The varieties of method may conveniently be described under the 
different varieties of cases ; I divide them into three : 

(1 ) Those cases in which one evacuation, performed at the time of 
operation, is all that is called for, and the bowel is at once returned 
free into the cavity of the abdomen. 

(2) Those cases in which several evacuations, extending over 
several hours, are necessary, and the bowel is temporarily fixed in the 
wound, but is ultimately returned into the abdomen. 

(3) Those cases in which it is necessary to provide for prolonged 
or permanent drainage. 

In the fird class, where a simple evacuation of superabundant 
intestinal fluids and gases is all that seems necessary, the proceeding is 
very simple. A knuckle of bowel, high enough above the seat of 
strangulation to be free from congestion or inflammation, is pulled 
through the parietal wound, and a folded sponge-cloth is wrapped 
around it like a bandage, leaving exposed the top of the knuckle. 
An assistant holds the bowel, wrapped in its covering, between the 
finger and thumb, which pinch the mesentery, but not the bowel itself. 
A small vertical incision is made through the outer coats, and a large 
hollow needle with rubber tubing attached is pushed through the inner 
coats. Through the needle and tube the intestinal contents escape, 
cither into an open dish or, preferably, into a large exhausting receiver. 
If there is free and rapid escape of gases and fluids, with visible col- 
lapse of the distended abdomen, we may expect a speedy termination 
to our operation. But if, as is more usual, the flow after the first 
spurt is not very rapid, we must be prepared to wait by the side of 
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the patient for half an hour, or an hour, or even longer. By this 
time he will probably have recovered from the anaesthetic, and a few 
encouraging words to the effect that the cause of the obstruction has 
been found and removed, and that the rest of our proceedings will not 
be very painful, will always quiet any restlessness. While we wait for 
the flow to come on again, newly-warmed blankets may be placed under 
the mackintosh sheeting which already covers him from chin to feet, 
and, if we like, we may pull a chair to his side and sit down, holding 
the needle in place meanwhile. The fluid flows intermittently as suc- 
cessive loops of intestine empty themselves into the loop into which 
the needle enters ; the reservoir is filled and the abdomen becomes flat. 
Meanwhile the patient is probably filling his lungs with long-drawn 
inspirations ; a healthy color returns to his pallid or dusky cheeks, 
and he may be emphatic in his expressions of relief. Now we remove 
the hollow needle, close the opening in the bowel by a figure-of-eight 
Dupuytren's suture, cleanse the bowel, return it into the abdomen, 
and close the parietal incision by tying the sutures already placed in 
position. 

A few hours will decide how the case is to progress. The distention 
will return to some extent, sometimes to such an extent as to require 
reopening of the wound and another evacuation. But if we have exer- 
cised a proper judgment the distention will not be severe, and will soon 
pass off, the bowels will probably act with abundant evacuation of 
flatus, and the patient is cured. 

In the second class of cases one evacuation is not likely to be 
enough, and we must provide for several evacuations, or even continue 
drainage over several days. Here the intestines, usually through 
unusual prolongation of the period of distention, seem to be completely 
paralyzed, and they cannot even send their contents from one loop to 
another. Pressure on the parietes may aid evacuation, but does not 
complete it. Then it is wise temporarily to fix the intestine at the 
bottom of the wound, so that we can empty it several times and still 
be able to close the parietal wound over it. 

For this purpose I would recommend that the gut be slung over a 
loop of rolled lint, which is passed through a hole in the mesentery. 
The supporting loop should not be too thin, as it might cut into the 
gut ; it should be at least as thick as a goose-quill. A roll of boracic 
lint, around which some Chinese silk has been spirally wound, serves 
the purpose admirably ; a covering of gutta-percha tissue fixed with 
chloroform is, perhaps, an improvement. The ends of the supporting 
loop are fixed by means of silk threads to the free ends of a belt of 
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strapping carried round the back and cut off at a distance of two or 
three inches from the wound in the parietes. The strapping is prac- 
tically immovable, and the threads can be tightened or loosened at 
pleasure, according as we desire to pull the gut forward or let it fell 
backward. While the intestinal loop is pulled out the gut is emptied 
in the manner described for the first class of cases, and the opening is 
closed by suture in the same way. Then over the bowel is placed a 
piece of gutta-percha tissue, which is tucked in around the margins of 
the incision so as to prevent the formation of adhesions, and a simple 
dixssing is strapped down over all. When distention recurs the pro- 
ceeding is repeated once,, twice, or thrice, or even oftener, as necessity 
demands. After the second or third evacuation adhesions will proba- 
bly have bound the intestine to the edges of the incision ; it is best not 
to disturb these. I think it is best to select a new place for each per- 
foration. When adhesions are firm, and we do not yet dare to give 
up drainage, a properly-shaped canula may be placed in the puncture 
opening and left there. I have used the tip of a No. 12 celluloid 
catheter, moulded in hot water, for this purpose ; but a piece of rubber 
tubing is what I usually insert 

When we think the patient safe we remove the supporting loop, let 
the bowel slip back, separating the soft adhesions or not, just as we 
think best, and then tie the sutures in the parietal incision. 

In the third class the obstructing cause either cannot be found or, 
having been found, cannot be removed ; and here drainage, prolonged 
or permanent, must be provided for. The operation is then, in feet, 
enterostomy or colostomy, done under the stress of obstruction with 
great distention, which must be relieved. 

The cases where the cause of obstruction is not found and not re- 
lieved are now few indeed. It were well for the patients, in my belief, 
that they were not so few. How much reckless surgery is perpetrated 
that the surgeon may escape reproach from the autopsy-maker I do not 
know ; but I am certain that many cases are killed by crude gropings 
after the cause of obstruction, which might have been saved, even if the 
cause had not been looked for, by a simple enterostomy. I do not 
advocate enterostomy for the skilled and experienced surgeon ; very 
rarely, indeed, will he fail of success in findipg the cause of obstruc- 
tion, after the gentlest manipulation. Nor do I advocate it in any 
case, except as the only means to save a life which would otherwise be 
lost. 

Where the cause cannot be removed, the operation is ordinary colos- 
tomy with immediate opening of the boweL Where we think the 
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cause can be removed, the operation is a temporary colostomy or enter- 
ostomy, to be completed later on when the patient is out of danger, and 
the abdomen is flat, by a proceeding destined to remove the cause of 
obstruction. This secondary proceeding will usually be of the nature 
of a resection of a stricture of the gut ; occasionally it may be of the 
nature of relief given to an entangled bowel. 

Supposing that we decide on the performance of enterostomy or 
colostomy, I still prefer the simple method of supporting the intestine 
by a loop or rod passed under it through the mesentery. This is essen- 
tially the method of Maydl, of Vienna, as modified by Reclus ; but 
Mr. Allingham and possibly others, as well as myself, have been 
working at the subject for some years. I am in the habit of using a 
skewer for the pedicle in hysterectomy, around which a strip of boracic 
lint has been wound and fixed by a spiral of silk thread. A two- or 
three-inch incision is made over the seat of obstruction ; a suitable loop 
of bowel is pulled through the opening ; a hole is made in the under- 
lying mesentery by means of a Lister's sinus forceps ; the skewer is 
passed through this hole and its ends are laid on the parietes. Natu- 
rally we select a piece of gut that is fairly healthy ; but in one case I 
deliberately pulled outside a cancerous growth in the sigmoid flexure, 
placed the skewer under it, and a few days later, when the urgency of 
the obstruction had been overcome by drainage, cut away, without 
anaesthesia, the diseased intestine. This patient, in my judgment, 
would certainly not have borne the operation of enterectoray in addi- 
tion to that of colostomy done at one sitting; she easily bore the two 
operations done separately. 

It is difficult or even impossible in set terms to formulate rules for 
guidance as to the employment of stitches between intestine and pa- 
rietes. If we can afford to wait even twenty-four hours before making 
the opening, stitches of any sort are certainly superfluous. It happens, 
fortunately, that in those cases where the urgency from obstruction is 
greatest, the intestinal contents, even low down in the colon, are often 
liquid, and evacuation, with temporary relief, may be carried out by 
means of the aspirating-needle. Two or three evacuations through the 
needle in twenty-four or forty-eight hours may tide the patient over 
the danger, and by this time the intestine will be firmly glued to the 
incision and may be freely opened. 

If stitches are deemed advisable, I think they are best made directly 
between the bowel and skin, excluding the parietal peritoneum. If the 
parietal peritoneum is first joined to the skin, we get the peritoneum 
very soon gliding over the raw surface, as peritoneum does everywhere, 
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with general instability at the orifice and possibly prolapse of the gut. 
The firmest fixation is obtained by implanting the gut directly on the 
raw incised surfitces, and the union is just as speedy. Indeed, as these 
stitches, in the presence of the supporting skewer, are not wanted to do 
more than appose, it is doubtful if they need be passed through the skin 
at all. In three cases I secured a successful result by looping the edges 
of the incised gut t6 strapping on the parietes ; in four others I em- 
ployed a continuous suture between tlie gut and the skin, — one patient 
dying, but not from failure in the formation of the anus. There is 
nothing for these stitches to do in the way of supporting the bowel, — 
that is done by the skewer ; all they have to do is to keep the bowel in 
contact with the skin and so to prevent the passage of fseces into the 
general peritoneal cavity. In this connection it must not be forgotten 
that whenever we pass a silk or catgut thread there we import new 
risks from capillary attraction. I believe it is safer simply to pull the 
gut over the incision than first to suture peritoneum to skin, and then 
to pass a silk suture through gut, peritoneum, and skin. The perito- 
neal cavity is near enough to danger already, and there is no need to 
bring the cavity actually up to the stitches which pierce the bowel. 

I would therefore venture to submit the following principles for 
guidance in performing the operation of enterostomy or colostomy at 
one sitting, when the opening is intended to be permanent. 

(1) The best results, as r^ards both immediate closure of the peri- 
ioneal cavity and permanent fixation of the gut in the opening, are 
obtained by direct implantation of the gut on the raw edges of the 
parietal incision. 

(2) If the bowel accurately fills the opening in the parietes, and is 
prevented from slipping backward into the cavity by a supporting rod 
passed through its mesentery, immediate opening and drainage may 
safely be carried out if the incised gut margins are placed and kept in 
simple contact with the skin. This contact may be efficiently secured 
without suturing the gut to the skin. 

(3) Where the intestinal contents are liquid, free opening may, with 
additional security, be put off for a day or two by removing fluids 
through a large aspirating-needle and closing the opening in the bowel 
by suture. 

In all these operations the dressing is important It is arranged 
with the aim, first, to prevent further prolapse of the bowel, and, sec- 
ondly, to avoid compression of the bowel over the skewer. To prevent 
prolapse, the ends of the skewer are fixed on the parietes by vertical 
strips of adhesive plaster, and a broad belt of the same material carried 
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round the back, with its free ends overlapping in front, and cut into 
two or more strips, which serve to hold the dressing firmly in place. 
To avoid compression of the gut, a small scaffolding of lint dressing 
is erected on the parietes around it, leaving a cavity just large enough 
to hold the protruding bowel. The bowel is, therefore, directly in 
contact with oiled silk or gutta-percha tissue. 

Many details in the treatment and subsequent management of these 
cases might be referred to. Thus I have on several occasions gathered 
together bowel and skin in a continuous suture around a large rubber 
tube, just as we do in cholecystotomy. This is efficient enough, but 
any foreign body in the intestinal canal seems to cause secretion of 
mucus, which escapes by the side of the tube and is not readily absorbed 
by dressings. In dealing with the csecum, which is not easily brought 
to the surface, and is often enormously distended, the skewer may be 
inadmissible ; here I should be content with fixation by sutures ; or if 
extra rapidity were essential, I should employ Reclus's method on the 
lower ileum. In one case the patient was so enormously fat that to 
bring a portion of the intestine to the surface in the lumbar, ingui- 
nal, or hypogastric r^ons would have been impossible ; and here I 
opened the transverse colon above the umbilicus, but found the gut so 
greatly thinned and distended that I did not dare to use the skewer, 
but had to be content with stitches. Many other peculiarities in detaU 
might be referred to, but I must rest content with this description of 
leading principles and practices. 

In conclusion I may be permitted to remind you that I am pleading, 
not for a routine treatment in ordinary cases of intestinal obstruction, 
but for a special and superadded treatment intended to overcome one 
grave complication of the disease. And I would further remind you 
that the measures recommended have to be carried out gently and 
speedily on a patient who is not in a condition to bear elaborate surgi- 
cal handling. The methods are tempered to the tolerance of the subject, 
and if they entail, as I admit they do, much increase in the labor and 
anxiety of the surgeon, they will be none the less favorably received 
on that account, if their employment can show a saving of himian life, 
however small it may prove to be. 
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SARCOMA ARISING NEAR KIDNEY; TREATMENT 

OP SHOCK; EXPLORATORY INCISION IN 

JAUNDICE; THORACOCENTESIS. 

CLINICAL LKCTITBI DILIYSRSD AT THE WOMAN'S HOSPITAL, PHILADXLPHIA. 

BY JOHN B. ROBERTS, A.M., M.D., 

Professor of Surgery in the Woman's Medical College of Pennsylvania. 



SARCOMA ARISING NEAR THE KIDNEY. ATTEMPTED EXTIR- 

PATION. 

This colored girl, aged eight years, was admitted to the hospital 
a week or so ago with a large tumor occupying the right side of the 
abdomeu. There appeared to be a history of tuberculosis in the family, 
but the swelling of the abdomen for which the child was brought to 
the hospital seemed to be a sequel to an attack of typhoid fever in the 
July previous to her admission. She had lost flesh and strength, but 
did not appear to suffer from pain in the tumor. On examination 
the urine showed no sugar, no albumin, and a specific gravity of 1020. 
The stools were clay-colored, but there was no evidence of marked 
jaundice. 

On account of her weakness she was put upon quinine and whiskey. 
The tumor was large and extended much below the ribs on the right 
side of the abdomen ; it was obscurely fluctuating and smooth in out- 
line. At first it was thought to be an abscess of the liver, but the 
diagnosis was reserved. Her pulse is never below 100, and even reached 
140 upon one occasion since she came under my observation. The 
temperature is usually about 100®, though it has been up to 104.6° 
and down to 98.6°. 

To-day I shall make an exploratory incision, and, if possible, remove 
the growth. A two-inch incision above the umbilicus to the right of 
the median line is made directly over the tumor. Universal adhesion 
of the surface of the tumor to the peritoneum has occurred. Before 
breaking up these adhesions I shall puncture the tumor immediately 
under the incision, to determine whether it contains pus or other fluid. 

208 
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A small trocar and canula are ased. No fluid escapes, however, and it 
is thus determined that the tumor, instead of being an abscess or of a 
cystic nature, is probably a very vascular, malignant growth. These 
growths are so soft that they give the sensation of obscure fluctuation. 
The trocar is accordingly withdrawn and an incision made into the 
tumor, into which I carry my finger. I find that the tumor consists of a 
mass of pale, friable tissue, similar in feeling to a sarcomatous growth. 

The abdominal incision is now increased in both directions, thus 
extending from an inch below the ribs to within an inch and a half 
of the iliac crest I next make a transverse incision from the vertical 
one, extending across the abdomen towards the left, and situated about 
half an inch above the navel. This large, gaping wound enables me 
to examine the attachments of the tumor more satisfactorily, and will 
give me an opportunity to separate adhesions and attempt the removal 
of the growth. I now discover that the mass is not attached to the 
liver, but lies behind the posterior layer of the peritoneum, which was 
pushed forward by the growth. Adhesions have occurred between the 
surface of the tumor and the intestines and other abdominal organs. 
It is evident that it will be impossible to extirpate the growth without 
sacrificing the child's life from shock and hemorrhage. Hence I 
abandon the extirpation, after separating some of the adhesions to prove* 
to myself that enucleation is impossible. 

The abdominal cavity is washed out with hot water, and the free 
oozing from the separated surfaces treated by packing gauze down 
alongside of the tumor and letting the end of the gauze come out of 
the wound. The remainder of the external incision is sutured with 
silk. The ordinary antiseptic dressings are applied and measures to 
lessen shock carried oiit. The patient's condition is desperate, but 
under careful and watchful treatment she will perhaps react 

This case gives me an opportunity to say a few words concerning 
the treatment of surgical shock, which occurs after accidents, injuries, 
and surgical operations. Such procedures as you have just seen nearly 
always give rise to surgical shock, which requires much more active 
treatment than the slight shock which occurs in accidents, injuries, and 
operations of less severity. The most important requisite in severe 
shock is to preserve quiet of mind and body. The patient should be 
kept in the recumbent position, with artificial heat applied to keep up 
the temperature. Cardiac stimulants are demanded in the majority of 
cases. Heat is maintained by a warm room, hot blankets, and rubber 
bottles or bags filled with hot water. In some cases hot-water enemas 
are useful. Hot baths in which the temperature of the water is gradu- 
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ally raised from 98^ to 1 10^ may be valuable, although this method is 
radier difficult of application. From half an ounce to two ounces of 
brandy may be administered by the stomach or by the rectum in di- 
vided doses. The rectum should be used if the stomach is irritable^ 
which it is likely to be in operations done under ether. By the rectum 
larger doses should be given than by the mouth. 

In shock following accident it should be remembered that alcohol 
is nearly always given by the by-standers before the surgeon sees the 
case, and that it may have been taken as a beverage before the accident ; 
therefore, overdosing the patient with alcohol as a remedy for shock is 
possible. In treating shock it is necessary to watch closely the pulse, 
as it increases in force and diminishes in frequency as reaction b^ins. 
It may require several hours, perhaps a day or more, for a patient deeply 
shocked to react fully. During this period the patient should usually 
be kept recumbent, with the feet higher than the head, in order to send 
as much of the blood to the brain as possible. Tincture of digitalis, 
carbonate of ammonium, strychnine, quinine, and similar drugs are to 
be used during the period preceding reaction. These drugs may be 
given hypodermically or by the mouth. I do not believe in adminis- 
tering alcohol immediately after etherization, because the physiological 
effects of ether and alcohol are identical, and therefore the prostration 
belonging to etherization which is associated with shock would only be 
increased by the administration of alcoholic stimulants. 

In shock from operation I rely more particularly upon quinine by 
the rectum, digitalis, strychnine, and upon the hypodermic injection of 
morphine (gr. J) and atropine (gr. j^), which I usually administer 
about a quarter of an hour before ether is administered. Nitrite of amyl 
and nitro-glycerin have recently been advised as remedies for severe 
shock, because of their action upon the capillaries. As surgical shock 
seems to be a condition of the vaso-motor centres and causes the blood 
to be driven to the internal organs and away from the peripheries, I 
am inclined to believe in these remedies as possibly useful. 

Injection of sterilized salt solution into the subcutaneous cellular 
tissue of the chest and abdomen, by means of a large hypodermic needle 
and a syringe, is valuable in cases of shock in which there has been 
abundant coincident hemorrhage. The application of Esmarch's rub- 
ber bandages to the legs and arms, so as to drive the blood from the 
limbs to the brain and other viscera, is especially valuable when hemor- 
rhage has been profuse after operation, injury, or labor. This is called 
" auto-transftision.'^ The bandages are to be left on for an hour or 
more, and then to be removed slowly and one at a time. If rapidly 
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removed; the sudden flow of blood into the limbs would cause anaemia 
of the brain and cord and perhaps immediate fatal results. 

[The tumor continued to increase, finally burst through the wound 
before it had healed, and became a large fungating mass. The child 
died three weeks later, having existed much longer than I thought 
probable from the extent of her emaciation and the rapidity with 
which the tumor increased in bulk. 

It was at first believed by the pathologist who made the microscopi- 
cal examination from fragments torn away by my finger that the growth 
was a myofibroma, but examination afler its removal at the autopsy 
showed it to be sarcomatous. It was evident, therefore, that some mus- 
cular tissue had been contained in the portion torn loose at the time of 
the operation. The diagnosis of myofibroma would not have been made 
had the microscopist been familiar with the clinical history of the case. 

The autopsy showed the lungs and heart to be not especially ab- 
normal; the stomach and spleen were uninvolved by the disease, while 
the liver was adherent to the neoplasm over a large extent of its surface. 
Adhesions were also found between the tumor and the intestines. The 
right kidney was found to be the organ from whose neighborhood the 
neoplasm had developed. The growth itself was about seven inches 
in diameter and firmly adherent to the posterior abdominal wall and 
the spinal column. It was at the time of the post-mortem in process 
of d^eneration at various points, so that in the attempt at removal 
broken-down and d^enerated structure oozed from it. It was evi- 
dently a malignant growth behind the peritoneum developing from the 
suprarenal capsule, the connective tissue about the kidney, or from the 
kidney itself. It is probable that the origin was not in the kidney 
structure, as no urinary symptoms pointed in that direction even when 
the child was admitted for treatment. It was difficult to determine at 
the autopsy, or by examination of the specimen afterwaixJ, the primary 
site of the growth. Microscopic examination made of the growth after 
death proved it to be sarcomatous. The small pieces detached with 
my fingers from the interior of the tumor at the operation had deceived 
the microscopist, andf were probably portions of muscular tissue derived 
from the structures involved in the rapidly-growing neoplasm.] 

EXPLORATORY INCISION IN A CASE OF JAUNDICE. CHRONIC HEP- 
ATITIS FOUND. RECOVERY UNDER MEDICINAL TREATMENT. 

Mrs. M., aged forty years, says that she was never sick until she had 
an attack of epidemic influenza over a year ago, at which time she suffered 
a great deal in the region of the liver, but the suffering was not spas- 
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modic. She has had diarrhoea for a long time^ which contiDued when 
she recently applied for treatment. 

About five months since the entire surface of her bodj became 
yellowish, and the discharges from her bowels were of the same color, 
becoming later of a putty color. She is now quite jaundiced, and the 
skin itches intensely. The urine shows biliary pigment, but no sugar 
and no albumin ; she passes about thirty ounces in twenty-four hours. 
She was ordered nitro-muriatic acid baths, and the solution of the 
iodide of mercury and arsenic, five drops three times a day, and a 
teaspoonful of phosphate of sodium before breakfast. This treat- 
ment was continued until about two weeks ago, without much change 
in her condition. The color of the integument remained about the 
same. 

I saw the patient at this time, and advised exploratory operation, as 
medicinal remedies did not seem to be beneficial. I concluded, how- 
ever, to wait awhile before taking any decided step. She was accord- 
ingly put upon iron and quinine as tonics, and given milk punch. 
Bromide was administered at night when she was not sleeping well. 
Massage over the hepatic region was continued. Bran baths with 
inunction of carbolized cosmoline were employed. 

Finally, an exploratory incision was made before you over the liver 
to the right of the median line. An incision two inches in length gave 
an opportunity for inspecting the appearance of the liver. The surface 
of the liver was mottled in appearance, and the organ greatly enlarged, 
extending almost to the navel. There were no adhesions between the 
abdominal wall and the liver, and no tumor was found. The lym- 
phatic glands in the neighborhood of the liver were enlarged. The 
gall-bladder was empty. There was no evidence of pressure upon 
any of the gall-ducts. A diagnosis of chronic hepatitis was made, 
and the wound closed with ordinary catgut and silk sutures, catgut 
being used for the peritoneum and silk for the muscular tissue and 
skin. 

It is recorded that two days later the patient had no itching of the 
skin, and three days later the stools were dark-brown in color. It is 
but just to say that a few days before operation the notes say " the 
patient was getting paler, and that the itching was somewhat relieved 
by cacao-butter used with massage.'' 

A week later the patient was given five drops of the solution of 
iodide of arsenic and mercury three times a day, and the inunctions of 
carbolized cosmoline were continued. 

About one month later the following prescription was given : 
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Ox gall, 3i ; 

Extract nux vomica, gr. iii ; 
Aloine, gr. vi. 
Made into twelve capsules, and one given at bedtime. 

From this time the jaundice disappeared gradually^ and the woman 
was discharged improved. She subsequently recovered completely. 

This case is an illustration of the difficulties in diagnosis of chronic 
liver-disease. For weeks the woman showed no special improvement 
under medicines^ yet she promptly improved after a simple exploratory 
operation. It is in all probability a coincidence^ for there is no good 
reason, I think, for the operation benefiting her. Of course it is possi- 
ble that the manipulations about the liver and gall-bladder made in 
the exploration may have caused the dislodgement of some obstruction 
in the ducts. 

THORACOCENTESIS. 

This colored woman was admitted to the Woman's Hospital on 
November 9, with a history of gastro-intestinal catarrh, together with 
asthmatic symptoms which led her to believe that there was some 
disorder of the chest. On examination, there was evidence of pleurisy 
on the left side, with absence of cough or pain. A large amount of 
eflfusion occurred in the left pleural cavity, which did not yield to ordi- 
nary treatment. 

On the left side the parietes of the thorax is distended and the 
intercostal spaces are prominent and bulging. We get absence of the 
usual breath-sounds on auscultation over the affected part; and on per- 
cussion the chest is very dull, while on the right side we get the normal 
percussion resonance. There is bulging of the left side of the chest. 
We have here a pleuritic effusion, and the bulging of the chest is due 
to the large amount of fluid in the pleural cavity. It is my opinion 
that there are several pints of fluid here. The left pleural cavity is 
enormously distended, and the effusion is pressing the left lung up- 
ward and the heart over to the right side. Thus the right lung is 
also encroached upon to a certain extent. 

The pleural sac consists of two layers, a visceral and a parietal ; the 
cavity between these two layers is the pleural cavity. On one side 
the pleural cavity is of the normal shape ; on the other the layers are 
inflamed and so greatly distended with fluid as to exert pressure on 
the heart and lungs and produce a bulging of the chest. The fluid 
in the pleural cavity has pushed the heart and left lung upward and 
towards the right side, and the heart has pushed over the right lung 
to a certain extent^ and the patient breathes with difficulty. 
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We are not enabled by any physical signs to determine the nature 
of the fluid, and whether the effusion is serous or purulent cannot 
be known until we introduce a hollow needle. The treatment will 
consist in tapping the left chest. If the fluid is serous we shall be 
content to withdraw as much as we can, and then administer diuretics, 
absorbent remedies, and salines. If it is purulent^ we shall have to 
insert a drainage-tube and allow opportunity for washing out and 
draining the pleural sac We shall give no anaesthetic, but use a small 
piece of ice, sprinkled with salt, applied to the side, which device will 
cause local ansesthesia by freezing. 

The hands and everything which we use must be thoroughly anti- 
septic or aseptic, because if the effusion is serum and should meet with 
any germs from my hand or through the medium of the instruments it 
will become purulent 

In thoracocentesis the best place to tap the chest is in the median 
axillary line in the intercostal space between the fifth and sixth rib 
or the sixth and seventh rib. The skin must be well sterilized with 
a solution of bichloride of mercury, one to one thousand. This is 
especially important in this case, as the surface has been blistered, 
leaving a superficial excoriation which is probably septic. It is prob- 
able that the fluid is serous, and we will therefore use the aspirator 
before resorting to incision. The air is withdrawn from the bottle and 
the wall punctured with the capillary trocar, the stop-cock which is 
connected with the bottle and trocar is opened, and the fluid is drawn 
into the bottle. 

I take a point about the median axillary line in the intercostal space 
just below the fifth rib and simply thrust the needle in. You now see 
the fluid running into the bottle. It is only serum, but if it should come 
in contact with any pyogenic germs, through the medium of my hands 
or any instrument or cloth in use, it would become purulent. From 
this you can understand the great importance of scrupulous antisepsis 
and asepsis. The fluid flows freely, and when it is nearly all drawn off 
the patient will breathe very much more comfortably. Any amount 
of fluid which is not drawn off with this aspirator will probably be 
absorbed later, on the application of the usual remedies. 

Her breathing has already improved, and the chest rises and falls 
almost as it should in normal respiration. Before we commenced 
operating, the inspirations were short, frequent, and labored ; now she 
breathes with moderate comfort. There is inflammation of the parietal 
and visceral layers of' the pleura, the entire pleural sac being involved, 
and the pleural cavity — ^the cavity between the visceral and parietal 
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layers — is the place from which the serum comes. If we succeed in 
evacuating the contents of the cavity, the pressure will be removed 
from the lungs and the heart, and they will come back to their normal 
positions. As the fluid is withdrawn and the lung descends, it may 
come in contact with the point of my needle. This fact will be evi- 
denced by the patient showing signs of sharp pain near that region, and 
will be an indication for withdrawal of the needle. 

The tubing should be of rather small diameter, because the rapid 
flow through a large tube might cause collapse. The needle is held 
very firmly in the hand, and at the same time I keep the skin pinched 
well around the needle, so that the point shall not move nor germs 
get access to the chest alongside of the needle. 

There is now evidence of contact of the lung with the point of my 
needle, and I shall therefore withdraw it about three-quarters of an 
inch. The patient is thoroughly comfortable now. You can see just 
above the mammary glands how the chest rises and falls as the woman 
takes a long breath. 

I am inclined to think that the heart has moved about two inches 
over towards the left side and will soon be in its proper place. The 
bulging of the chest has disappeared, and I can now count her ribs. 
Before the operation this could not be done. We have now withdrawn 
nearly all the fluid, but there is still possibly one-half to one pint of 
fluid in the cavity; but we shall give it a chance to be absorbed. I 
shall remove the needle, which has been inserted three inches deep, wash 
the wound thoroughly with bichloride solution, and make a dressing of 
collodion and iodoform. 

If on exploration we had found pus, I would have made an 
incision long enough to admit of the passage of my finger and would 
have insei'ted a drainage-tube into the cavity. 

The operation of thoracocentesis accomplishes the removal of the 
mechanical obstruction to breathing, and should be performed in the most 
aseptic and antiseptic manner possible, taking all precautions necessary 
against dangerous results. This operation should not be delayed too 
long. Try medical treatment, usually for three or four weeks, and 
then if the fluid is not absorbed you should tap the chest. If you 
have a large serous effusion of the pericardium, the longer you wait 
the more serious the case becomes, and operation by tapping is more 
quickly demanded than in pleural effusion. 
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Gentlemen^ — ^This patient I purpose operating on later this morn- 
ing, but I want you to see him first and notice this tumor on the 
side of his neck. Here is a growth over which the skin is movable, 
while the tumor itself is perfectly movable over the underlying struc- 
tures. The question arises. What is its nature? The boy is of Polish 
parentage, and the mother does not seem to have more than the neces- 
sary l^al amount of intelligence, and I gather very little definite* his- 
tory from her, save that the boy is seven years old, and that the tumor 
has existed. for at least six years, if not from birth. The duration and 
the slow growth of the tumor and its lack of adhesion would set aside 
the idea of malignancy. For the same reason we can dismiss the idea 
of an abscess or an inflammatory growth, for I cannot imagine even a 
cold abscess growing so slowly as this has and not forming adhe- 
sions to the surrounding parts. We have to think, therefore, of benign 
tumors, of which the fatty, cystic, fibrous, and fibro-cystic are the most 
common. It is a little too firm in consistence to make it likely that it is 
fatty, and a lipoma would probably have grown more rapidly than this 
has done, for it seems to have developed simply with the growth of 
the child. It is not hard enough to make me think of a pure fibroid 
tumor. It is somewhat soft, and on palpation it yields a sensation of 
pseudo-fluctuation. In other words, it gives to my fingers the sensa- 
tion of either a cyst with very thick walls, or, what is more likely to 
be tlie case, a combination of a number of cysta held together in a 
fibrous matrix, which we ordinarily speak of as fibro-cystic. 

These diagrams are the representations of the human embryo at 
about the third or fourth week and the sixth week respectively. You 
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will see by reference 'to the first diagram that the parts are developing 
at the sides and coming together in the middle line, so as to form a 
number of arches in the r^ion of what is to be the neck, and gradu- 
ally approaching each other in the middle line, as seen in this other 
diagram. This upper pair of small projections will form the maxillary 
processes, which fuse together in the middle line. The upper portion, 
which is here relatively large, does not grow as rapidly, but develops 
later into the nose. Difierent names are given to these arches, — bran- 
chial arches, oral or post-nasal arches, pharyngeal processes or arches, 
or mandibular arches, — because one particular arch forms the lower 
jaw. There are, finally, five of these pairs of processes, which, how- 
ever, as they grow larger fuse together, and the distinction into five is 
soon lost. In the embryo at the sixth week you will see that the fourth 
and fifth arches have become fused together. The first of the oral or 
mandibular arches forms the lower jaw. There is a little, cartilaginous 
rod, called Meckel's cartilage, from which is formed the stylo-maxillary 
ligament, and the stapes, one of the small bones of the ear. The next 
arch goes to form the superior cornua of the hyoid bone and the stylo- 
hyoid ligaments, while the third arch forms the body of the hyoid 
bone. The fourth and fifth arches are lost in the development of the 
front of the neck. 

Between the arches are spaces known as branchial or pharyngeal 
clefts, and they correspond after a fashion to the branchisa or gills of 
fishes, which are in a sense respiratory organs, but which have lost all 
their purpose in the mammal. It is now well known to embrj^ologists 
that we have frequently to deal with some failure either on the part of 
these branchial arches to develop, or on the part of the clefts between 
them to close, and that, as a consequence, we have certain congenital 
defects in the neck, mostly tumors or fistulse. I consider that the tumor 
in this case is an outgrowth from one of these pharyngeal clefts, origi- 
nally very small, perhaj)s not as large as a pea, but containing meso- 
blastic, epiblastic, and, possibly, hypoblastic tissue capable of develop- 
ing into a fibro-cystic tumor. Such tumors are sometimes called 
branchiogenic cysts. They are at first innocent anatomical curiosities, 
departures from the normal standard, however, which may later form 
a positive menance to life, and which must, therefore, be removed. 

These tumors do not always present in the neck in this way. They 
may be found in the middle line of the body (Fig. 1), either anteriorly 
or posteriorly, and sometimes very large cysts are formed, which grow 
in various directions. Years ago I had occasion to oj>erate on a little 
boy, nine or ten years of age, upon whom Dr. Miner had operated 
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previously, removing a large cystic tumor from the neck, and so much 
of it as was removed from that region did not return, but another 
cystic tumor developed, which extended underneath the clavicle and 
into the axilla. The child had a pouch, which he could make bulge in 
the neck by bringing the arm to the side, or by pressing on the neck 
the fluid would distend the sac in the axilla. This was another form 
of branchiogenic cyst or cysts, and to this condition is sometimes given 
the name hydrocele of the neck. In some of these tumors the cystic 
element is almost altogether lost, and the growth becomes quite solid, 
and on examination it is seen to be composed almost entirely of fibrous 
tissue. Although varying widely in consistence and texture, these 
tumors are of the same origin. 

As far as operative technique is concerned, there is no particular 
difficulty, except that on the inner side they are almost always inti- 
mately attached to the carotid sheath and fascise over veins and muscles, 
so that unless the dissection is made carefully there is a possibility of 
air-embolism occurring from cutting into a vein. This danger, how- 
ever, is not great enough to deter us from operating in any case, as air- 
embolism is an exceedingly rare occurrence. 

[On operation, later in the morning, the cvst proved to be multiloo- 
ular, as had been diagnosticated, and it was extirpated without par- 
ticular difficulty, although by its removal an extensive dissection of the 
upper lateral region of the neck was necessitated. The cyst was found 
firmly adherent to the carotid sheath, as such tumors so often are, and 
yet it was not of itself particularly vascular, and its removal entailed 
com|)aratively little hemorrhage. The wound was closed with buried 
sutures without provision for drainage, since no septic matter had 
been introduced, and since the wound contained no tissue that must 
come away by sloughing. The wound healed by primary union.] 

BILATERAL SCIATIC NERVE STRETCHING. 

This young man has suffered for months with pain about the hip, 
felt somewhat in the front of the thigh, but for the most ])art down 
the course of the great sciatic nerve. There is no history of trauma- 
tism to account for this. He has been treated for rheumatism and 
neuralgia, has taken a large variety of dnigs from various physicians, 
and has been sent in here by his last physician, still suffering and still 
unable to work. There is not much difficulty in diagnosing the case 
as one of sciatica, but I can give you no explanation of its origin other 
than the hypothesis that it is due to a neuritis. If we suppose a 
neuritis, especially one involving the upper part of the great sciatic 
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nerve and the plexus extending to the spinal oord^ or by reflex action 
involving the centres of other nerves which are given off from the 
same plexus^ we shall have no difficulty in explaining his wandering 
and somewhat indefinite pains ; for example^ those down the obturator 
or cutaneous nerves. But the majority of his pains originate from the 
sciatic nerve alone. 

Inasmuch as he has had so much medicinal treatment without help, 
I have offered him that surgical relief which has succeeded in a great 
many cases, — namely, nerve stretching or elongation. This operation 
has been done by myself in this clinic-room about twenty times within 
the last few years. It consbts in cutting down on the trunk of the 
sciatic nerve, isolating it from its surroundings, and giving it a vigor- 
ous stretching. Nerves in the active living condition are very strong 
cords, which will stand an amount of tension that would astonish you 
if you were not familiar with the facts of the case. The great sciatic 
nerve of the average adult will stand a tensile strain of one hundred 
and eighty pounds before it will break. That does not mean a jerk of 
one hundred and eighty pounds, but a steady pull. That is to say, one 
could lift the average individual by his sciatic nerve without rupturing 
it. We do not endeavor to do this in the operation, but we do lift the 
limb from the table by the nerve, thus subjecting it to a strain of forty 
or fifty pounds. 

We are unable to explain exactly why this stretching relieves the 
pain of idiopathic neuralgias, but it is reasonable to suppose that so 
much mechanical interference sets up a change in nutrition, perhaps 
inducing congestion where there was ansamia before, or it may alter the 
nutrition in some unexplained way. It may tear nerve-fibres loose from 
their sheaths, thus releasing them from adhesions which were pulling 
on them, or from inflammatory products which were pressing on them. 
After the operation the parts are united aseptically and the limb put 
at rest, dressing it on a splint if necessary. In every case which I 
have seen there has followed more or less temporary paralysis. Upon 
recovery from anaesthesia, there is both motor and sensory paralysis of 
the parts supplied by the sciatic nerve, continuing from two to four 
days, and then sensibility and motor power gradually return, and in 
about two weeks, sometimes much sooner, the function of the nerve is 
completely restored. Facts correspondingly identical obtain in the case 
of other nerves, and there are scarcely any of the large nerves of the 
body which may not be exposed and which have not been stretched 
for this purpose. I have myself stretched the great sciatic, the anterior 
crural, various nerves of the brachial plexus, the external popliteal or 
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peroneal, the facial, the individual branches of the trifacial, and the 
spinal accessory. 

This patient's case is peculiar in one respect, that be suffers from 
sciatica on both sides, the symptoms alternating irregularly in the two 
limbs. This would have been explained by a neuritis higlier up or a 
corresponding lesion of the spinal cord. The indication, therefore, 
would be to stretch both sciatics. I have never known of any un- 
pleasant consequences to follow this operation. The results have been, 
so far as I have been informed by patients, uniformly good. 

We get at the nerve at a point midway between the tuberosity of 
the ischium and the great trochanter of the femur. The incision is 
b^un at the lower border of the gluteus maximus ; ordinarily there is 
no indication for passing through the fibres of this muscle. The in- 
cision is carried vertically down the thigh for a distance of three or 
four inches, varying according to the thickness of the tissues overlying 
the nerve. It is very easy to mistake the biceps tendon for the nerve, 
and I know of one gentleman who once stretched the tendon vigor- 
ously instead of the nerve. It is my custom, in order to avoid this 
accident, to isolate both the nerve and the tendon. We stretch the nerve 
both upward and downward. 

[The operation was done by Dr. Park and Dr. Parmenter simul- 
taneously on the two limbs. The wounds were made and the nerves 
exposed and stretched according to the method described. The field 
of operation was then sprayed with hydrogen peroxide solution and 
the wound closed with catgut and dressed aseptically. The result in 
this case was ultimate recovery, although the relief did not come so 
rapidly as is usually the case.] 
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Gentlemen, — ^You see in this patient a painful scar following 
amputation of the index finger. This was not an amputation at tlie 
joint, because the head of the metacarpal bone was also removed. You 
notice here that the cicatrix is not movable ; it is attached to the bone. 
Painful cicatrices have, as a rule, this relation. Such cicatrices are 
especially troublesome upon the lower extremity, where they interfere 
with locomotion and incapacitate the sufferer for work. Such painful 
cicatrices are most apt to come to the notice of the general practitioner. 
Their cause is undoubtedly the fixing of certain nerve-endings in the 
cicatricial tissue. Where union is primary and the nerves are di- 
vided high up, there is but little danger of this complication. In such 
cases the cicatricial tissue is itself represented by a mere film of lymph. 
How different are the conditions in secondary union by granulation ! 
Here we have short flaps, and the nerves divided at the level of the 
wound, so that the cut end easily becomes embedded in the massive 
cicatrix. If then we have constant impact from locomotion, or from 
grasping in the case of the fingers, excessive pain is induced. The 
operation in this case, however, was done only one month ago, and it 
would be premature to do a second operation now for his relief. We 
shall rather hope that with the improvement of circulation part of the 
cicatrix will be absorbed, and that he will in that way get rid of the 
stitching pain of which he complains. 

Suppurating stumps are apt to become painful, also stumps in which 
the cut end of the bone is near the surface. Here the muscles, nerves, 
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tendons^ and skia form one mass^ and the end of the bone is attached 
to the cicatrix. 

Occasionally we have other instances of painful stump in which 
the technique was unexceptionable. The flaps were good, the section 
was uniform, and union was early. The pain is here of the neuralgic 
type. It is not necessary to touch the cicatrix at all. A touch or 
shaking of the limb will bring on the pain. The limb will not bear 
contact We have in these cases a peculiar alteration of the nerve- 
endings. In the ordinary stump the cut nerve tapers off, and atrophies, 
and axial matter is absent from the part fixed in the cicatricial tissue. 
In the condition we have just described the end of each cut nerve is 
bulbous, club-shaped ; or we may have two or three nerve endings con- 
fluent in one mass. Formerly, pathologists supposed that these neuro- 
mata were composed only of nerve-matter. We now know that the 
neoplasm is composed mostly of connective tissue. It is similar in 
character to those painful fibromata of the skin which when touched 
send a pain through the system like an electric shock. These fibro- 
mata of course contain nerve-endings. 

To treat these cases, re-amputate, excise the cicatrix, cut within 
healthy tissues, make your incision funnel-shaped, so that the bone 
shall project freely into the wound, with the knife dissect up the tissues 
from the bone for a distance of one and a half times the diameter of the 
limb, then peel up the periosteum from the bone for this distance, and 
turn it back as a cuff, or, if this is difficult, make two flaps of it, an 
internal and an external, or an anterior and a posterior. Now saw off 
the bone at the bottom of the wound, and turn back the periosteum 
and cut it off, reserving only enough to meet over the divided surface 
of the bone. Stitch this together over the bone and unite the soft 
flaps. This is usually a successful operation. There is but little 
danger connected with it, and yet it relieves a great deal of suffering. 
I recall a case which more than twenty-four years ago used to go about 
Vienna. This patient had had four amputations for a painful stump, 
and had consumed enormous quantities of morphine. Mutilation fol- 
lowed mutilation, every one with temporary relief, but every time with 
a return of the condition. 

We have a third class of cases, neurotic cases, cases with epilepsy, 
hysteria, idiocy, or other brain-trouble in the family history. Here 
the pain referred to the stump simulates a neuralgic attack, but there is 
an entire absence of objective elements to account for the condition, and 
you can mutilate the entire body without producing a cure. There is a 
case of this kind in this city upon which eleven operations have been 
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done. They began with the metatarsal bone, then the tarsus was 
removed piecemeal, then the ankle, then the 1^, and finally the 
thigh, so that there now remains only a short stump. Such a patient 
will obtain relief for perhaps three or six months after operation, but 
the pain will always return. I find in the morning paper a reference 
to a familiar case, a regular hospital rambler, in Betsey X., who came 
to me among other doctors on account of a needle which she said she 
had got into her knee-joint. She was at the time behaving so that it 
was impossible to exclude a foreign body in the knee, so I opened the 
joint, inserted my finger, found nothing, and closed it again. The 
wound healed by first intention. This was five years ago. She still 
persisted in the statement that she had a needle in the joint, and she 
went to other doctors. She was cut again, and this time probably 
without strict antiseptic precautions, for a fistula resulted, and in the 
course of time the thigh had to be amputated. This morning she is 
reported as crazy. Even at that time she showed a remarkable facility 
in getting out of any variety of restraint. When you find a patient 
who delights to be under the surgeon's knife, who enjoys the beatitude 
of being an object of pity, put no confidence in the statements of that 
patient, or at least do not base an operation upon such statements if 
you can help it. 

INGROWING TOE-NAIL. 

The next case is one of ingrowing toe-nail. I do not consider 
every case of ingrowing nail necessarily a case for operation. I have 
cured without operation even very bad cases where the patient had the 
leisure and could afford to pay for treatment. Such a toe must be 
dressed every day. The patient must abstain from walking, and must 
keep the foot elevated. In the laboring man these conditions cannot 
be realized, and the treatment requiring the briefest incapacitation is the 
most satisfactory. The nail is in these cases undermined, practically 
detached, and there are oedema and hypertrophy of the integument 
adjacent to this undermined area. First disinfect the part, then with 
the knife slit up a flap of this hypertrophied tissue, cutting from the 
proximal end. Remove the flap as far as the root of the nail. De- 
tach the damaged portion of nail with a scissors and remove with a 
dressing-forceps, scrape away all granulations and apply your dressing. 
This is all done under artificial ansemia and local ansesthesia ; it is borne 
very well by the patient. Formerly the usual method of treatment 
was to grasp the nail and tear it out,— one of the most painful pro- 
cedures possible. 
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A certain amount of your sucoess mth this operation will depend 
upon your dressing. After thorough disinfection apply a film of iodo- 
form^ and over this a strip of well-disinfected protective or rubber 
tissue. Over this apply iodoformized gauze and another layer of 
protective^ so that the dressing shall not get dry. I sometimes order a 
weak solution of corrosive sublimate^ one to five thousand, or a one-half 
per cent, carbolic acid solution, and have a teaspoonful poured over 
the dressing every half-hour. Do not compress the toe too much with 
your dressing. 1 have seen gangrene produced by too great zeal on 
the part of the youthful practitioner in such a case. If a little blood 
does soak through the dressings no harm will be done. At the end of 
three, four, or five days the first dressing is removed, and you will then 
find a dean wound commencing to cicatrize along the edges, and in a 
fortnight or three weeks the healing will be complete. I have never 
had relapses aft;er this operation. Aft^r incomplete operation relapse 
is very frequent To prevent slipping of the dressing, carry your 
bandage above the ankle. The patient can go out and attend to his 
business three or four days after this operation, and the result is 
peimanent. 

TEEPHINING FOE EPILEPSY. 

I have to report that the case upon which we performed the oper- 
ation of trephining for epilepsy one week ago last Monday is doing 
well. Yon will recall that there was at first a considerable rise of 
temperature, due to insufficient drainage, which was relieved when, upon 
the removal of the plug of gauze, a half-ounce to an ounce of bloody 
serum was discharged from under the scalp. 

The patient is now comfortable, his temperature is normal, and he 
has had no epileptic attacks since the operation. This fact is not so 
important, however, as the attacks had not previously been frequent. 

The case is itself not so convincing as the one upon which I oper- 
ated a short time ago. This case was that of a boy of seven or eight 
years, who had twenty to thirty spasms daily, some of these of such 
violence that the boy would fling himself from the bed to the floor, 
into the fireplace, or even on the stove, several times. This boy has 
not had one attack since his operation six or seven weeks ago. We all 
know that the results of this operation are not always permanent, but 
an intermission of a few months or of one year is well worth the oper- 
ation. Both of these cases were of the form known as Jacksonian 
epilepsy, the form to which Jackson first called the attention of the 
medical world. In these cases certain well-defined groups of mus- 



Digitized by 



Google 



220 INTERNATIONAL CLINICS. 

des are first affected, and a spasm extends from there to the general 
muscular system. In the case of the boy the fingers of the right hand 
are first affected, then the right hand, then the right arm, then the 
whole right half of»the body, and then the whole body, become in- 
volved in a characteristic epileptic paroxysm, which can be easily traced 
to the right upper extremity as a local focus. You all know that there 
is a spot in the cortex irritation of which by galvanism produces twitch- 
ing of the right upper extremity. We sought this centre, and, ex- 
posing the dura mater, found a well-defined area of the dura, pear- 
shaped, markedly hypersemic. There was thickening of the dura and 
an intimate adhesion between that membrane and the vitreous lamella 
of the cranium. 

In the second case, the right side of the mouth and face, and the 
right arm were affected. There never was total loss of consciousness. 
Nevertheless, the epileptic attack was well defined, and the operation 
we thought justifiable. We located the centre for the face, and cut 
down upon it. We found here also a deeply congested dura through 
an oblong irregularly outlined space. 

Upon cutting down in some cases we find a cicatrix of the dura, an 
old fractured depression of the bone or a cyst of the dura, which when 
incised and evacuated removes the disease, and the symptoms disappear. 
These cases were formerly treated by potassium bromide in enormous 
doses, and that was all. It is worth while for the surgeon to do what 
can be done for their relief. 

To-day I received a patient into the hospital also for traumatic 
epilepsy, apparently of the Jacksoniau type. The statements of pa- 
tients' friends are, however, so unsatisfactory, so unreliable, that I 
would not operate in such a case without the opportunity of seeing an 
attack or of having it observed by competent witnesses. It is said that 
in this case the convulsions commence in the right half of the face 
and from there extend to one arm and leg. It is said that the convul- 
sions of the right lialf of the body are tonic, while those of the left 
half are clonic. There is loss of consciousness in this case. If we 
find this history verified, with the knowledge which we have of the 
blow on the left side of the head, we shall explore over the upper por- 
tion of the fissure of Rolando. 

NEPHRECTOMY FOR TUBERCULAR KIDNEY. 

Another case may interest you. Three weeks ago I removed a 
tubercular displaced kidney in the case of a woman who presented 
herself at the hospital some time ago with a diagnosis of enlarged spleen. 
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She had had chills and fever, and was told at another hospital that 
she had a fever-cake. The tumor was in the left inguinal region, and 
the woman was worn to a skeleton. Slie was admitted to the Mount 
Sinai Hospital. A needle was inserted into the tumor, with the with- 
drawal of urinous pus. An incision evacuated a quart of stinking 
pus. The patient was under the anaesthetic only three minutes, yet she 
nearly died. In fact, we removed her precipitately to her bed in order 
that we might say that she had left the operating-table alive. She was 
revived, however, by the use of stimulating enemata from a condition 
in which the pupils were widely dilated and the eyeballs flabby, — at 
the time a practically dead woman. She survived and improved. 
Her niglit-sweats disappeared, and she was finally discliarged from the 
hospital to feed up. 

Four weeks ago she was readmitted, still a sorry-looking object, 
but a much more hopeful one than six montlis before. Yet it was 
with some misgivings that I proceeded to the operation, knowing 
that I must invade the peritoneal cavity. I found, however, that 
the patient responded very well to the ether, her pulse improving as 
the ansesthesia progressed. I was very careful to avoid hemorrhage, 
although I made a long incision. This was very important, as with- 
out room one might easily tear one of the large vessels of the kidney, 
and before the vessel could be secured the patient would be dead. My 
incision extended from within two inches of the spinal column to the 
umbilicus, transversely around the trunk. I went down through the 
cicatricial tissue to the tumor, incised the capsule, and shelled out the 
tumor. The peritoneal cavity was unavoidably opened, as I had feared. 
I plugged the opening, however, with iodoformized gauze, and irri- 
gated, washing away the pus as the cavities were opened. There was 
not only the large cavity which we had drained by the earlier opera- 
tion, but also a number of smaller secondary cavities. I ligated and 
cut awtfr the tumor, and put a few catgut stitches into the peritoneal 
wound. 

The lar^e cavity has closed, but ten days ago there was a fistula 
with a small amount of fecal discharge of a pale color and with 
little of the characteristic odor. Evidently I had bruised the small 
intestine ; but it was not cut, or three weeks would not liave elai)sed 
before the appearance of the fecal discharge*. This discharge is already 
diminishing, and I believe that it will finally cease and that the fistula 
will close. 

Microscopic examination established tuberculosis in this case. There 
was no evidence of disease of the other kidney. Even at the time of 
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the patient's first admission to the hospital the nrine was normal. It 
was still found normal before the second operation. This was one of 
the most important considerations in determining my action. The 
urine was abundant and acid ; there were no pus, no albumin, no casts. 
[iVbfe, February 14, 1893. — ^The woman recovered completely, and 
is now, two years after the operation, hale and hearty, doing all her 
housework without aid, and has gained over thirty pounds in weight] 
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RESECTION OP THE LOWER JAW FOR CARCI- 

NOMA; SUPRAPUBIC SECTION FOR 

VESICAL CALCULUS. 

OLIHICAL LECTURE DELITBRBD AT 8T. LUXE'8 HOSPITAL. 

BY B. PARQUHAR CURTIS, M.D., 

Surgeon to St. Luke's Hospital and to the New York Cancer Hospital. 



Gentlemen, — Case I. — Our first patient is a man only thirty 
years of age. Two years ago he noticed a small lump in the lower lip. 
This was excised, but within four months there was an enlargement 
of the glands under the chin. These were also removed, but soon other 
glands became involved, and he now comes to us with a very large 
tumor in the neck. He has practically no pain, and he has not lost 
either flesh or strength. The history shows plainly enough that the 
growth was originally an epithelioma, and it is evident that he has now 
a carcinoma involving the cervical glands. Besides the youth of the 
patient, another interesting point in the case is the fact that there has 
been no recurrence directly at the point where the original growth was 
situated, showing that the first operation was a thorough one. 

The ordinary incision for the removal of the lower jaw begins in 
the middle line, and, running along the lower border of the jaw, ex- 
tends up along the ramus ; but the ascending limb of the incision can 
be omhted if the ramus be healthy, as one can strip up the periosteum 
from below and twist out the bone. The usual incision up to the 
zygoma is a very extensive one, and should l>e avoided, whenever pos- 
sible, on account of the necessary division of the facial nerve. In this 
case the growth extends down to the larynx and to the angle of the 
jaw, but the deeper part of the neck seems to be comparatively free. 
However, as he is unable to separate the teeth more than about one 
inch, it is not improbable that the disease extends into the fossa behind 
the ramus of the jaw. This limitation of the movement of the jaw 
is a very valuable sign of involvement of the pterygoid fossa by the 

disease. 
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I shall make the skin Incision first, and do as much dissection as 
possible before oi>ening into the mouth. The venous hemorrhage is 
considerable, owing to the fact that whenever there is any obstruction 
to the free opening of the mouth the patient usually takes ether badly, 
and there is apt to be cyanosis. The removal of a portion of the 
ramus is a much more difficult operation than the removal of the 
entire bone, but our patient is desirous that as little bone as possible 
should be removed. 

The tumor is found to have very extensive deep attachments, so a 
portion of the ramus must be removed. After sawing through the 
ramus with a Hey's saw, a tedious blunt dissection is necessary in 
order to remove a portion of the bone. During this part of the oper- 
ation the retractors must be used with great caution, as they are liable 
to slip and injure the internal maxillary artery or perforate the mucous 
membrane of the mouth. Opening into the mouth should be avoided 
as long as possible. We now find that the tumor involves the perios- 
teum on the inner side of the bone beyond the point where the section 
was made, so that it will be necessary for us to remove this jwrtion 
also. After further dissection, I have at last succeeded in removing a 
portion of bone with the tumor, and you see that the growth was very 
extensively adherent to the deep vessels of the neck and to the hyoid 
bone, and apparently there is also some infiltration of the tissues as far 
down as the thyro-hyoid membrane. 

We shall endeavor to secure primary union of the mucous mem- 
brane in the mouth, and shall pack the external wound temporarily, at 
least. Before doing so we shall insert this interdental splint, in order 
to keep the jaw as nearly as possible in its normal position. 

The prognosis in this case is very gloomy, for I have never seen a 
case where the disease involved the pterygoid fossa in which there was 
not an early recurrence, no matter how carefully the operation may have 
been performed. 

The first set of sutures which I have introduced is of silk, so that 
they will eventually cut through into the mouth. Over this another 
row of catgut sutures is inserted, and the wound will then be packed 
with iodoform gauze. By this means we hope to secure primary union 
of this portion of the wound, and the rest of the wound can be drawn 
together by secondary sutures in a few days. When secondary sutures 
are to be used, it is often wise to put in a few coarse sutures, drawing 
the lips of the wound together over the packing, as otherwise there is 
so much retraction of the skin, after packing the wound for a few days, 
that it is difficult to secure proper apposition of its edges. 



Digitized by 



Google 



Secondary carcinoma of the KJa"ds of the neck. The picture Miows the healthy scar on Uie 
right half of the lower lip, where the original tumor was situated. 
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Case II. — Our next patient is a man thirty years of age^ who for 
the past two years has been complaining of frequent and painful mic- 
turition, and he describes a sudden stoppage of the urine which would 
seem to indicate that there is a valvular closure. The examination of 
the urine shows very little pus, only three per cent, of albumin, and 
no blood. The physical examination gave the first distinct evidence 
of the presence of a stone in the bladder. 

You are all familiar with the operation of suprapubic cystotomy, 
which is comparatively simple in ordinary cases. A rubber bag is in- 
serted into the rectum, and distended with eight or 'nine ounces of air 
or fluid, and the bladder is then somewhat distended with fluid until 
it can be felt above the pubes. If the disease be of long standing the 
bladder may be much contracted, and it must be remembered that it 
will sometimes hold only about four ounces of urine, and hence, under 
such circumstances, care must be taken not to overdistend the bladder. 
I think the position suggested by Trendelenburg is a great help in this 
operation, because the intestines fall away and the peritoneal fold is 
drawn up so that the bladder does not require to be distended so much ; 
but I do not approve of the transverse incision in the muscle which he 
recommends, on account of the liability to subsequent hernia. I have 
made no other examination than with the sound, but the calculus is 
apparently only of moderate size. 

The patient being in the Trendelenburg position, and the bag having 
been inserted in the rectum, I introduce a searcher into the bladder 
and detect the stone. The rectal bag is inserted and filled with eight 
ounces of water. A soft catheter is now introduced, the urine evacu- 
ated, and the bladder moderately distended with fluid, — it holds eight 
ounces. The skin incision begins in the middle line, extending up- 
ward from the pubes aI)out two and a half inches. Pushing up the 
peritoneal fat with the peritoneum, the distended veins on the anterior 
sur&ce of the bladder are plainly visible. I now pass two silk threads 
through the bladder about half an inch apart, and by using these as 
retractors the bladder is drawn up into the wound. In making the 
incision into the bladder I shall endeavor to avoid, as far as possible, 
injuring the plexus of veins on its surface. Having made an incision 
into the bladder, about one inch long, I introduce the forceps, and, after 
some little manipulation, am able to seize and withdraw the stone. 
You see that it is much larger than we expected, being a smooth and 
flattened oval, about one and a quarter inches in its longest diameter, 
and is apparently phosphatic. It seems strange that so large a stone 
should have given rise to so few symptoms. In a case like this, in 
Vol. I. 8er. 8.— 16 
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which the bladder is healthy, there is a very excellent chance of 
securing primary union of the vesical wound, and if we can do this 
We shall materially shorten the period of treatment. Ordinarily, the 
bladder-wall being diseased, it is safer to simply pack the wound and 
drain the bladder. This, of course, results in a fistula, which, although 
of small size, is very apt to persist for a very long time. I think it 
probable that the operation of suprapubic cystotomy will ultimately 
replace lithotrity or litholapaxy, for it is not so prolonged, and has tlie 
very great advantage of enabling the operator to be sure that all frag- 
ments of calculi have been removed from the bladder. Litholapaxy 
will then probably be reserved for special cases, where patients are 
unwilling to lie in bed for three or four weeks. Litholapaxy is a much 
more tedious operation, requiring a prolonged anaesthesia, and, conse- 
quently, when there is disease of the kidneys a suprapubic cystotomy 
is safer, although any operation is dangerous under the circumstances. 

A great many methods of suturing the bladder have been suggested, 
but personally I think it makes very little difference which one is 
selected. The only practical point to bear in mind is the danger of the 
formation of calculi around the stitches as nuclei, if these be allowed 
to project into the bladder. For this reason I think it is prudent when 
two or three tiers of stitches are made, that the first one should take 
all the coats except the mucous membrane, and the second tier pick up 
the external surface of the bladder on each side and roll it in on top 
of the first tier of stitches. One of the more complicated methods is 
called "the purse-string suture." Here the bladder-wall is split on 
each side, and one flap rolled in, while the other is rolled outward; tlie 
idea being to broaden the raw surfaces which are in contact, very much 
as is done in the flap-splitting operation for fistula. A suture is then 
passed circularly around the opening and tied, so as to pucker up the 
flaps in the centre. It is difficult to employ such complicated methods 
in a deep wound : and if not done accurately, they are worse than 
useless. You see I have introduced three stitches about one- fourth of 
an inch apart ; over these I shall roll in the external-layer surface of 
the bladder by several sutures passed, like Lembert stitches, as a sort 
of reinforcement. Even if we Ml in obtaining primary union of the 
bladder- wound, the resulting wound will be smaller and the period of 
convalescence sliorter. 

Rc^rding the after-treatment authorities differ. Some employ 
permanent drainage by means of a catheter in the urethra; others 
have the patient catheterized at regular intervals; and still others 
advocate allowing the patient to pass his water himself. In this city. 
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I think, there is a very decided prejudice against the permanent cath- 
eter for drainage on account of the liability to urethral fever, which 
we know is a form of septic fever. Frequent catheterization prevents 
over-distention of the bladder and avoids this danger of the permanent 
catheter, and is much more likely to be successful than where a strain 
is put upon the sutures, as occurs when the patient is allowed to pass 
his water. Having closed the bladder-wound, I shall pack the exter- 
nal wound lightly with iodoform gauze, and apply an abundant, light, 
sterilized dressing, as for a laparotomy. 
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THE SURGICAL TREATMENT OP GALL-STONES. 

CLINICAL LECTURE DSLIYBRBD AT THE MIDDLESEX HOSPITAL. 

BY A. PEARCB GOULD, M.S., P.R.C.S., 

Senior Assistant Surgeon, Middlesex Hospital, London. 



Gentlemen, — The subject to which I wish to call your attention 
to-day IS one that has but recently engaged the attention of surgeons. For 
some years hydatid tumors and abscesses of the liver have been sub- 
mitted to surgical treatment, but only recently has surgery been applied 
to the relief of those distressing conditions which sometimes result 
from the presence of gall-stones within the gall-bladder or the bile- 
ducts. It is of these cases I wish to speak to-day, and I propose to 
relate to you four cases which have been recently under my care, and 
which illustrate the different conditions for which the aid of surgery is 
sought, and the chief methods of treatment to be employed. I will 
first relate the cases and then comment on them briefly. 

Case I. — Lai^ single calculus tightly impacted in cystic duct. 
Miss B., aged thirty-five, was brought to me on June 23, 1891. She 
was thin and pale, with hair turning gray. From time to time she had 
suffered from what she called " bilious attacks," but her chief trouble 
dated from ten days before she saw me, when she woke at four a.m. 
with violent pain in the right side of the belly, frequent bilious vomit- 
ing, and jaundice. The sickness lasted one day, and the pain and ten- 
derness gradually subsided in three or four days. On examining the 
abdomen I found a tumor as large as my fist lying behind the right 
rectus abdominis muscle, extending from the liver above to just below 
the umbilicus. The tumor had a smooth and rounded surface, was 
tense and movable from side to side, but not from above down, but it 
moved a little with respiration. The diagnosis of distention of the 
gall-bladder from a stone impacted in the cystic duct was made, and on 
the 30th of June I operated. 

OperaMon. — ^The patient having been anaesthetized, an incision 
nearly three inches long was made over the upper end of the right linea 
228 
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semilunaris and carried down into the peritoneal cavity. This exposed 
the liver, which was found to be stretched downward over a greatly- 
enlarged gall-bladder. The whole of the front of the bladder tumor 
was covered by the liver, and to get access to it the fundus of the gall- 
bladder had to be tilted up out of the wound. Having protected the 
peritoneal cavity by flat sponges carefully packed around, I introduced 
a fine aspirator-needle into the wound and drew off ninety cubic centi- 
metres of bile-stained mucus. I then opened the gall-bladder sufficiently 
to introduce my forefinger, and with it felt the rounded end of a very 
large gall-stone which was firmly impacted in the cystic duct. The 
stone did not project into the bladder sufficiently to admit of its being 
grasped by any forceps. I then passed one forefinger into the belly 
and supported the stone in the duct from the outside, while with a fine 
scoop I carefully worked at it from within the bladder, until in a 
few moments it slipped into the bladder and was then removed with 
forceps. Failing to detect any other stone in the bladder or either 
of the ductM, I stitched the wound in the gall-bladder to the peri- 
toneum and skin of the abdominal incision, closed the parietal wound 
above and below, placed a large drain in the gall-bladder, and dressed 
the wound with alembroth dressings. All the steps of the opera- 
tion were conducted antiseptically. The stone, which I show you, is 
ovoid in shape, slightly uneven on the surface, measures two by one 
and one-eighth inches, and weighs, now that it is dry, three-quarters of 
an ounce. The patient's convalescence was uninterrupted, but a biliary 
fistula remained for some time. When I saw this patient last (in Au- 
gust, 1892, thirteen and a half months after the operation), her general 
health was very good, the motions were normal in color, she was en- 
tirely free from pain, and during the day the lint over the fistula was 
only slightly stained with bile ; a little more escaped at night. I care- 
fully scraped and cauterized the fine orifice of the sinus and advised a 
pad to be worn firmly over it. I have not heard of her since^ and 
therefore believe the fistula is long since closed. 

Case II. — Recurrent biliary colic. Mrs. G., forty-two years of 
age, was under my care in Queen Ward at the latter end of last year. 

For the past three years she had suffered from attacks of pain in 
the belly, coming on suddenly every two, three, four, or six weeks and 
lasting from two to six days. The pain was of a very severe burning 
character, starting in the right hypochondrium, passing across the 
abdomen, and sometimes radiating to the shoulders; it was accom- 
panied with vomiting and great collapse, and sometimes with jaundice. 
During the attacks very little urine was passed ; the pain always ceased 
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suddenly. She was a well-nourished woman, and, when I saw her, her 
chief symptom was tenderness over the gall-bladder, which was thought 
to be enlarged. As these attacks of pain were so severe and so fre- 
quent, I decided to explore the gall-bladder and to remove the calculi 
which were believed to be there. 

I operated on December 10, cutting down upon the gall-bladder 
in the right semilunar line. On opening the abdomen, the gall-bladder 
was found to be small, entirely hidden away under the liver, and its 
fundus was covered over by adhesions between the colon and the an- 
terior edge of the liver. These adhesions I cut through, and then I 
opened the gall-bladder and removed with forceps nine calculi. The 
gall-bladder was so small that it would have been impracticable to unite 
the wound in it to the abdominal incision ; I therefore closed the wound 
in it by fine silk sutures passed through the muscular coat only, and to 
afford additional protection against any leakage between the stitches, I 
replaced the adhesions I had previously divided and united them care- 
fully to the liver. I closed the abdominal wound, leaving a small 
drain, in case of accident. As you saw, the convalescence was unin- 
terrupted, the drainage-tube was removed on the fifth day, and the 
patient left the hospital on January 6. She has come to the hospital 
to show herself several times since, and is now in the enjoyment of 
perfect health. 

ABSCESS IN ABDOMINAL WALLS, CONTAINING GALL-STONES. 

Case III. — Mr. J. W. C, aged thirty-eight, a robust, healthy- 
looking man, consulted me in May, 1887. His illness began two years 
l)efore during an attack of jaundice, commencing with very severe pain 
at the epigastrium, followed by collapse. Such attacks had recurred 
with severity on several occasions. 

Five montlis before I saw him he felt a tightness across the upper 
part of the abdomen, and found a lump which since then had increased 
in size, but had not caused any pain. 

I found a swelling at the junction of the right hypochondrium and 
the epigastrium ; the skin over it was red ; the centre of the swelling 
was soft and fluctuating and the periphery was firm. There was no 
jaundice and no enlargement of the liver or spleen, or other visceral 
disease. 

The diagnosis of abscess in the abdominal wall caused by gall- 
stones was made, and accordingly I operated and evacuated a quantity 
of thin gray pus and one hundred and forty small calculi, which 
together weighed twenty-one grains (dry). The wound slowly healed, 
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and the patient (whom I have seen several times since) has continued 
in excellent health, without any return of his old trouble. 

You will find this case more fully recorded in the twenty-first 
volume of the Clinical Society Transactions, where I refer to thirty-five 
similar cases of which I found a record. Such abscesses may " point" 
a long way from the gall-bladder,^-often at the umbilicus, sometimes in 
the groin. In opening them, great care should be taken to remove all 
the calculi ; if any are left behind a fistulous opening continues to 
discharge. 

GALL-STONE IMPACTED IN THE ILEUM. 

Case IV. — Mrs. S., aged fifty-seven, a fat, unhealthy-looking 
woman, was admitted to the hospital on September 17, 1890. Four 
years before she had been in Charing Cross Hospital with jaundice, 
and a year before she had been under Dr. Coupland's care for what was 
diagnosed as "gall-stones." Her immediate history was as follows: 

On September 14, while in church, she was suddenly taken with 
severe pain in the belly, griping in character, paroxysmal, and referred 
to the umbilicus. In the afternoon she was sick, and she continued to 
bring up everything taken into the stomach. 

On Tuesday, the 16th, the vomit became very ofiensive. Nothing 
was passed by the bowel after the evening of Saturday, 13th. I saw 
her on Wednesday, September 18, suffering from regurgitant vomiting, 
absolute obstruction, and attacks of acute pain referred to the umbilicus, 
which was tlie seat of an irreducible hernia. I determined to operate : 
to explore first the hernia, and, failing to find a cause of obstruction 
there, to explore the abdomen ; the impaction of a gall-stone in the 
intestine being present to my mind as the source of the trouble, owing 
to the previous history of the case, to the sudden onset of the symptoms, 
and the acute pain. 

On opening the hernial sac, it was found to contain a mass of ad- 
herent omentum, but there was no sign of strangulation. On passing 
the finger through the neck of the sac into the belly, a hard lump in a 
coil of small intestine was at once felt. The abdominal incision was 
prolonged downward and the obstructed loop of bowel was drawn 
out A large gall-stone was found to be firmly impacted in it, the 
bowel alwve being greatly distended and that below being contracted. 
The calculus was geutlypushed up into a part of the dilated bowel, 
and removed through an incision two and a half inches long made in 
the long axis of the bowels opposite the mesentery. This wound was 
carefully closed with Lembert sutures, the bowel returned, while the 
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incision in the belly was sutured. The patient sank and died twenty- 
nine hours afler the operation. During this time three loose motions 
were passed ; there was no vomiting. At the autopsy, the coils of 
intestine were found softly glued together ; no pus. The incision, two 
and a half inches long, was found in the upper part of the ileum ; a 
little suppuration around two sutures, but the stitches were holding 
firmly. The bowel from a little above tlte wound in it was greatly 
distended with fluid and gas. 

An oval ulcer measuring one by one-half inch was found in the 
duodenum, communicating with the gall-bladder ; the latter was very 
small and empty. 

The heart was fatty. A small myxomatous tumor was found 
growing in the right kidney. 

The gall-stone is ovoid in shape, slightly tuberculated on the sur- 
face, and measures two inches in length and one and a quarter inches 
across at its widest part. 

The history of gall-stones is surrounded with a great deal of mys- 
tery. We know very little, if anything, as to the real cause of their 
formation, what determines their position, their size, or their number. 
Still more are we in the dark as to the factors which determine the 
issue of a particular case of gall-stones. We know that in the majority 
of cases they lie quiescent in the gall-bladder, causing at the most occa- 
sional discomfort; their presence being possibly ^i^ec^ during life, 
but only verified after death. But under certain conditions, of which 
I fear we know nothing, they cause the most serious and distressing 
symptoms, and the cases I have related to you illustrate the various 
courses they may pursue and the manner in which they can be dealt 
with by surgeons. 

1. Of these complications, the passage of a small stone along the 
cystic and common bile-ducts into the intestine, causing biliary colic, is 
the most frequent I need say nothing to emphasize the intensity of 
sufiering sometimes caused by this passage, nor need I enlarge on the 
danger arising from ulceration of the ducts and perforative peritonitis. 
On the other hand, it is important to remember that such attacks are 
frequently passed through safely and sometimes are not repeated. It 
is clear, then, that surgical assistance should be sought only in certain 
cases of biliary colic. What are they ? 

(1) When the attacks are frequently repeated, and are of such fre- 
quency and of such intensity as to disable the patient from her usual 
avocations. 
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(2) Where the attack is long continued, showing that the obstructing 
calculus is of large size, passing with great difficulty, if at all, and 
exposing the patient to great danger of perforation. 

In either of these conditions the prospect offered by an operation 
is decidedly better than any held out by medical treatment. Experi- 
ence shows that by operation the source of pain and danger can be 
removed never to recur, although in some circumstances the difficulties 
and also the dangers of the operation are such as to tax the operators 
skill to the utmost. You will notice that neither of the conditions 
calling for this operation is absolute; great discretion, therefore, is 
needed in determining just what cases should be handed over to the 
surgeon. I must point out also that the operation is one that should 
only be attempted under the best conditions, and of these the most 
important are, experience on the part of the operator, a skilled assistant, 
a good light, and thorough asepsis. The surgeon must be prepared to 
deal with complicated adhesions, impaction of a stone at a great depth, 
the closure of a wound in the duct, the suture or excision of the gall- 
bladder, and efficient drainage. 

Whenever possible the calculi should be removed through an incision 
into the gall-bladder, which should be subsequently united to the 
parietal wound. Experience has shown this to be a procedure attended 
with very small risk to life. . Where the gall-bladder is of normal size, 
or enlarged, this is comparatively easy ; but when the stones are lodged 
in a small, shrunken bladder tucked away under the liver, covered over 
by adhesions between the colon and liver, and at the bottom of a deep 
wound, the whole operation is a difficult one, and it cannot be completed 
by uniting the gall-bladder to the abdominal wall. In these circum- 
stances three courses are open to the surgeon ; he may excise the gall- 
bladder, placing a ligature upon the cystic duct ; he may close his incision 
into the gall-bladder by carefully-placed sutures, strengthened and safe- 
guarded by an omental flap or graft or its equivalent ; or he may simply 
place a large drainage-tube into the gall-bladder to allow of the escape 
of bile, and trust to the speedy shutting off of the general peritoneal 
cavity by adhesions. Excision of the gall-bladder is especially indi- 
cated where this viscus has been much torn or otherwise injured in re- 
moving the stones, and where the peritoneal investment forms a mesen- 
tery and allows the bladder to be readily separated from the liver. 
Where the gall-bladder has not been seriously injured, and a satisfactory 
suture of it can be made, this is the best course to pursue. There is a 
third series of cases in which the surgeon must trust to free drainage 
only, and this has proved successful in many instances. When the 
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stones are impaxjted in the cystic or common bile-duct, and cannot be 
returned into and then removed from the gall-bladder, two methods of 
treatment are open : the calculi can be fragmented by carefully-padded 
forceps applied outside the duct, or by a fine needle passed obliquely into 
the stones. These fragments may then be gently pushed on into the 
bowel. But the other, and in many cases more satisfactory, plan is to 
incise the duct and remove the calculi. The incision in the duct must 
then be carefully sutured, or, where this is impracticable, a large drain 
must be placed in the abdominal wound, reaching quite down to the in- 
cision in the duct. I must further warn you that in all cases of intra- 
peritoneal suture of the gall-bladder or bile- ducts you should leave a 
drain in the parietal wound for four or five days at least, as a safeguard 
in case the closure of the wound in the bladder or duct is imperfect. 

It has been suggested in these cases that a glass drain should be 
placed in Douglas's pouch, through a small suprapubic wound, but I 
regard this as unnecessary. 

To sum up this matter : where possible, suture the incision in the 
gall-bladder to the abdominal wound ; where this is impossible, make 
a careful intra-peritoneal suture and drain the peritoneal cavity ; and if 
this is impracticable, trust to free drainage alone, or in a certain limited 
group of cases excise the gall-bladder. 

2. The second complicaUon is impaction of a stone in the cystic duct, 
with subsequent distention of the gall-bladder with bile-stained mucus. 
The tumor so formed may attain a great size; it enlarges downward 
and towards the umbilicus in a characteristic way ; commonly there is 
resonance over the lower and inner parts of the front of such a tumor. 
I have known it to be mistaken for a renal tumor in more than one or 
two cases. The absence of jaundice must not mislead, for only if the 
stone reaches into the common duct, or causes inflammatory swelling of 
its walls, will this symptom be produced. 

In such a case the treatment is equally clear and satisfactory. 
Without delay such cases should be submitted to operation. Delay 
means peril and a longer period of convalescence. 

I need not again go over the steps of the operation ; I will only 
refer to three special points in it. 

(1) The emptying of the gall-bladder by an aspirator before it is 
freely opened, and with precautions to prevent the contents coming in 
contact with the peritoneum. 

(2) The great care needed to remove the stone without tearing the 
duct. The wall of the gall-bladder may be of considerable thickness, 
but the wall of the duct where the stone is may be of extreme tenuity, 
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and a wound may not only be easily made in it, but readily overlooked 
when made. 

(3) The wisdom of suturing the wound in the gall-bladder to the 
parietal incision. As a rule^ the fistula thus formed closes in six weeks ; 
in the case I have related to you it was open for several months ; but 
the stone was very large, the cystic duct must have been of great size, 
and therefore the tendency for the bile to pass along it rather than 
along the common duct must have been very great. No doubt it is 
tempting to close such a wound in the bladder and return it within the 
abdomen ; that is the ideal operation ; but the success that has fol- 
lowed the other plan, its undoubtedly greater safety, forbids me to recom- 
mend it I think it may be found to be a valuable improvement in 
this operation to suture the gall-bladder to the parietal peritoneum and 
transversalis fascia rather than to the skin ; latterly I have been trying 
this plan, but my experience of it is not suflBcient to warrant ray ex- 
pressing a definite opinion yet I hope we shall find that this method 
of suture quickens the closure of the biliary fistula. And that leads 
me to speak of the treatment of biliary fistula left after an operation 
upon the gall-bladder. The most important cause of this is the over- 
looking of a calculus at the time of the operation, and the failure to 
remove the entire obstruction to the proper channel for the bile. Never 
fail to make a most careful examination of the cystic and common 
bile-ducts, both from within and especially from their peritoneal sur- 
face. Other causes of permanent obstruction of the ducts are cicatri- 
zation of an ulcer produced by the impaction of a gall-stone, and the 
pressure of a growth in the head of the pancreas. Where the per- 
sistent fistula is caused by a stone, its removal is the one and only 
treatment ; when it arises from a i)ermanent closure of the common 
bile-duct, cholecystenterostomy — ^the formation of a fistulous communi- 
cation between the gall-bladder and the adjacent colon — is indicated ; 
where neither of these conditions exists, you will find firm pressure 
over the orifice of the fistula will greatly hasten its closure. 

The other complications are of much rarer occurrence. 

3. The Formation of an External Abscess, — As to this there is little 
to be said. The abscess forms very insidiously, with little or no pain 
and slight signs of inflammation ; it may open externally at some dis- 
tance from the gall-bladder,— often at the umbilicus, sometimes at the 
groin. The important points in the treatment of such a case are to 
remove all the calculi, when opening the abscess, and to remember that 
the external wound is oftentimes but the orifice of a long, sinuous track, 
and' special care therefore is required in the dressing. 
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4. Impaction of a Gall-Stone in the Intestine. — A gall-stone large 
enough to ooelude the bowel rarely reaches it through the common bile- 
duct^ but by a fistulous communication with the intestine. This com- 
munication takes place either with the duodenum — as in my case — or 
with the colon. This explains the fact that very large stones have 
been passed through the anus without producing very serious symptoms 
of obstruction, while smaller calculi have caused fatal obstruction of 
the small bowel. A gall-stone which has passed into the colon may 
always pass or be removed per anum without any operation. If it 
ulcerates into the duodenum^ it is most likely to lodge in the ileo-csBcal 
valve — the smallest part of the canal — or the lower part of the ileum. 
The symptoms of such an accident are very acute, with an abrupt onset : 
severe pain, frequent vomiting becoming fsecal, complete constipation, 
and collapse. Many cases have terminated in recovery, the stone for- 
tunately passing on through the valve. But the danger of perforation 
of the bowel is very great. The treatment would appear to be by 
opium and belladonna, with starvation for forty-eight hours, and to 
this may be added careful and gentle massage over the seat of pain. 
If the symptoms continue, a laparotomy should be done. Having 
found the stone, the surgeon may either pass it on, crush or crack it, or 
excise it 

If the stone is caught in the ileo-ceecal valve, gentle pressure is 
usually sufficient to extrude it into the colon. If in the ileum, it may 
be fragmented or removed. A moderate squeeze in padded forceps, 
or the passage into the stone of a fine steel needle, generally suffices to 
break it into fragments, which can then pass on. But this plan is not 
devoid of danger, for, as a specimen in our museum shows, this intestine 
may be reduced to extreme tenuity by the pressure of the stone, and it 
may be in such a condition that the most careful squeeze with a forceps 
may rupture it, or the puncture of a needle cause an ulcer. Such manip- 
ulation should only be made through fairly healthy bowel-wall, and 
remembering that bowel distended from obstruction is always congested 
and in a most unfavorable condition for recovery from any lesion, either 
contusion or prick. Unless, then, the bowel is found tolerably sound, I 
should, under such circumstances, prefer to excise the stone and close 
the wound in the bowel by suture. 

In doing this three points must be observed : 

(1) Push back the stone into the distended bowel above until you 
reach a part not obviously afiected. To incise the bowel tightly 
stretched over the stone is to court certain failure. 

(2) Make a lonffy longitudinal incision in the bowel, opposite the 
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mesentery. It should be long, so that the stone may be removed easily 
without any bruising of the edges of the incision. It should be hmgi- 
iudinalj because in that direction ample room can be obtained, and the 
wound can be closed without undue narrowing of its lumen. 

It should be opposite the meaerUenfy because, as the vessels run circu- 
larly round the bowel from and to the mesentery, a wound here is at- 
tended with the least hemorrhage and does not imperil the nutrition of 
the gut. 

(3) The bowel must be very carefully sutured. The best plan is to 
unite it by an interrupted Lembert suture, the threads being passed at 
one-eighth-inch intervals through serous and muscular coats only, and 
then a continuous or interrupted suture should be passed between the 
edges of the groove thus made in the bowel. Fine aseptic silk should 
be used for these sutures. 

In an emergency, the wounded intestine might be sutured to the 
abdominal incision and the artificial anus subsequently closed. 

In bringing these remarks to a close I think I may claim that sur- 
gery now offers a means of dealing with a class of cases in which medi- 
cal methods have too often failed to relieve intense suffering or to ward 
off death. If that is so, it is our duty to see that the help it can afford 
is not withheld from the patients who need it, at the time when it has 
the best chance of success. But let us take care that it is not nithlessly 
employed, either when not demanded, or without all known precautions 
against failure. 
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Gentlemen, — This case has an extremely interesting history. A 
girl, aged twelve, unusually well developed, suffered during the sum- 
mer of 1890 with a persistent headache, which continued for about 
four weeks. The child had been somewhat fretful and nervous before 
the development of the headache. In the following October a slight 
swelling or tumor was observed above the left ear in the temporal 
r^ion. A tumor soon developed, with a soft spot in its central por- 
tion. It could be indented, but was sufficiently resilient to return to 
its position after relief from pressure. Soon after the swelling ap- 
peared a twitching of the hand and arm was observed, with some 
paralysis of the left facial muscles. The leg also became impaired in its 
motion, and the patient acquired a one-sided gait. The twitching of 
the muscles of the leg, arm, and face became persistent. She pre- 
sented a partial hemiparesis of the left side. She had also left-sided 
hemianopsia. 

When she came to me in March last the prominence above the 
right ear measured three-fourths of an inch in its vertical diameter 
and two inches in its transverse diameter. It could be indented, but 
the bone was at no point deficient. The tumor was not sensitive; 
the patient's general health was good ; the head was turned a little to 
the right; head and neck twitching and unsteady in motion ; arm per- 
sistently twitching, — much more marked during any exertion. During 
these spells the hand was rotated inward, with the palm looking out- 
ward and backward, the wrist flexed upon the forearm, and the 
fingers flexed in the palm. Hearing was not impaired, and the mental 
faculties seemed to be intact There was no need for cerebral local- 
ization, as the tumor was apparent from the outside. The patient was 
prepared for an operation ; a semilunar flap with its base downward 
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was lifted from the cranium, the periosteum being removed with the 
flap. The periosteum was closely adherent over the surface of the 
tumor. The chisel vrss used to open the skull, and a semilunar open- 
ing made around the upper surface of the base of the tumor. The 
flap of bone was bent downward, and the opening enlarged by the 
use of the cutting pliers. The dura mater was incised, and a clear 
limpid fluid escaped. The dura being opened more freely, the tumor 
was found to be composed of a number of cysts. It occupied the space 
just above the temporo-sphenoidal lobes, pushing these downward and 
backward. The cyst-walls and the liquid contents must have had a 
volume of about three ounces. In the depth of the space occupied by 
the tumor a thin membranous sac was observed. It was thought to 
be another cyst, and it was incised. It proved to be the lateral ven- 
tricle. A free flow of serum followed the opening. The cavity occu- 
pied by the many cysts was carefully cleansed. Drainage by gauze 
was secured. The flap of bone was turned back and covered with the 
skin flap. The dura mater was not closed. 

An irregular but persistent fever followed the o|>eration. This 
fever continued for several weeks. Drainage of clear serum was 
abundant during the first ten days, and did not cease until the seven- 
teenth day. A pulsating tumor developed at the site of the opening 
in the skull, which on the tliirty-fifth day was exposed by lifting a 
part of the flap ; the exact character of this protuberance was then de- 
termined. Finding it to be a cerebral hernia, the flap was freshened 
and stitched into place; firm pressure was now put upon the hernia. 
It rapidly subsided, and the patient is now practically well and ready 
to return home. The fever and hernia rapidly disappeared under 
pressure. 

Microscopic examination of the specimen removed proved that it 
was an echinococcus cyst, having its origin in the larva of the tape- 
worm of the dog. 

The girl had a pet shepherd dog, to which she was very much at- 
tached, but which was killed during the summer of 1889. The time 
of infection could not, of course, be determined, but it was probably 
eighteen months prior to the operation, and was no doubt due to the 
association of the child with the pet shepherd dog. The history of 
the case extended over a period of about eight months. This case is, 
I believe, the fourth one of the kind that has been subjected to opera- 
tive interference, and the only one to make a perfect recovery. 
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In some women, after amputation of the breast there supervenes a 
curious change in the upper limb to which the term lymphatic oedema 
is applied. Although the condition cannot in any sense be regarded as 
common, nevertheless, with the unusual facilities which this hospital 
affords for studying cancer, you get a fair number of opportunities for 
becoming acquainted with its clinical features. The oedema usually 
becomes manifest in the skin about the shoulders, and gradually ex- 
tends to the skin of the arm, and in due course involves the forearm, 
hand, and fingers. The limb has a swollen appearance, as though the 
seat of anasarca, but when the surface is pressed with the finger-tip, 
instead of pitting, it will be found firm, brawny, and unyielding. The 
limb becomes extremely heavy, and the patient finds it necessary to 
support it with a sling ; exceptionally its weight prevents the patient 
from walking, and sometimes produces a moderate degree of lateral 
curvature of the spine. In extreme cases the subcutaneous tissue is so 
infiltrated with lymph that the skin becomes so tense as to prevent 
movement at the wrist, elbow, and shoulder : under such conditions the 
arm resembles a cast rather than a living limb. 

When the tissues of such a limbare examined immediately after death, 
it will be noticed that the increase in size is due to infiltration of the 
subcutaneous tissue with lymph, which causes the cut surface to resem- 
ble in color and in texture the pulp of a succulent orange, and large 
quantities of lymph flow from the incisions. The muscles are smaller 
than natural, and infiltrated with fat. This condition is known as 
lymphatic oedema ; and in the character of the fluid exuded from the 

240 



Digitized by 



Google 



CuirasB cancer and lymphatic oedema of the upper limb, following 
amputation of tbe right breast. 



Digitized by 



Google 



Digitized by 



Google 



AHPUTATION OF UPPER LIMB FOR LYMPHATIC (EDEMA. 241 

limb, as well as in the firmness of the infiltrated tissue, it resembles the 
oedema characteristic of myxoedema. 

In the condition we are considering, the obstruction to the lymphatic 
circulation in the upper limb is due to the pressure of lymphatic glands 
infiltrated with cancer, or to secondary nodules of the disease lying in 
the course of the main lymphatic channels at the apex of the axilla. 
Exceptionally, it complicates the rare form of cancerous dissemination 
known as " cuirass cancer." 

Lymphatic oedema of the upper limb may supervene in patients 
with cancerous breasts who have never been operated upon : it is liable 
to occur in cases where the axillary lymphatic glands have been removed 
with the breast, as well as in those whose axillse have not been opened. 
In most of the cases which have come under my notice the right arm was 
affected. Pain is experienced in the limb by most patients, and it is 
often very severe. The pain is due not to oedema, but to the enlarged 
glands or cancerous nodules pressing on the cords of the brachial 
plexus or its branches. 

Until recently patients with arms in the condition of lymphatic 
oedema were obliged to bear the pain and discomfort produced by these 
enormous limbs; but it is possible for surgery to relieve them, and two 
cases will now be described in which relief was afforded by amputation. 

Case I. — In 1892 a school-mistress, aged forty-seven years, was 
admitted into the cancer ward of the hospital under the care of Mr, 
Henry Morris. Her right breast had been removed at St. Bartholo* 
mew's Hospital in 1889. Secondary nodules began to appear in the 
skin of the chest six months after the operation. On her admission 
she presented in a typical manner that form of cancerous dissemina* 
tion known as cuirass cancer. (Fig. 1.) The right limb was in the 
condition of lymphatic oedema. The limb, besides being useless, was 
the source of much pain ; its weight had produced a moderate degree 
of lateral curvature and prevented the patient from taking walking 
exercise. 

As the woman was hampered with such a useless limb, and the 
disease, though progressive, was advancing so slowly as to make it 
clear that under favorable conditions her life might long be spared^ 
Mr. Morris cautiously suggested to the patient the propriety of having 
it amputated, in order that she should be put into a comfortable con« 
dition. As the procedure was a departure from the usual practice 
in such cases, the proposal was put carefully to the patient, and she 
decided to accept it At this time I took charge of the beds for the 
usual autumn recess, and Mr. Morris asked me if I had any scruples in 
Vol. I. Ser. 8.— 16 
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carrying out this operation. I had no hesitation in carrying out his 
wishes, and gave him the reasons for my acquiescence, which will be 
fully set forth in connection with the next case. The arm was so fixed 
that it could not be moved from the side, and its tissues were so dense 
that I would not trust to a tourniquet. After cutting an anterior and 
posterior skin-flap which was four centimetres thick and very succulent, 
I compressed the arterj' by gripping the denuded muscles with the 
fingers of my left hand, and completed the removal of the limb by 
dividing the muscles circularly and sawing through the bone with the 
right hand. The point at which the humerus was divided corresponded 
to the junction of its upper and middle thirds. The arteries were 
ligated and the flaps lightly brought together so as to allow the lymph 
to drain freely. Portions of the skin-flaps sloughed, but the wound 
quickly healed by granulations. 

To the patient the result has been most gratifying. She has lost 
the pain and the sensation of always carrying a heavy weight. She is 
able to resume her walking exercise, appears quite comfortable, and is 
persistent in expressing her satisfaction at the result of the operation. 
The lateral curvature, of course, remains. 

Case II. — Mi^s. P., sixty-four years of age, had her right breast 
removed for cancer by Mr. Henry Morris in 1888. At the same time 
enlarged glands were removed from the axilla. When I saw her in 
September, 1892, four years and a half after the removal of the breast, 
she had a recurrence in the right axilla, a secondary knot on the chest 
below the right clavicle, and the right upper limb was enormously en- 
larged in consequence of lymphatic oedema. She complained of intense 
pain in the axilla, and of the great inconvenience she suffered from the 
mere weight of the oedematous limb. The particulars of the case were 
communicated to Mr. Morris, and he recommended me to carry out the 
same line of treatment as in Case I. My reasons for so willingly carry- 
ing out Mr. Morris's proposals were due to the fact that, some months 
previously, I had been present at an operation in which Mr. Treves 
had i*emoved the right upper limb, including the scapula, for lymphatic 
oedema complicating recurrent mammary cancer ; the subsequent his- 
toiy of the case was so gratifying that when Mr. Morris asked me to 
amputate in Case I. I had no hesitation in complying with his wishes, 
and gave my reasons. Mr. Morris until that time had never heard 
that such a line of practice had been adopted by any other surgeon, but 
was led to recommend it seriously to the patient as correct surgery, in 
view of the distress such a useless limb occasioned. In Mrs. P. I re- 
moved the limb and scapula in the following way : 
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The outer third of the clavicle was exposed and divided on the 
inner side of the coraco-olavicular ligaments. A skin-flap was fash- 
ioned out of the anterior folds of the axilla, the pectoral muscles were 
divided, and the axillary artery was sought for, clamped, and divided. 
The posterior skin-flap was cut, and the scapula, with the limb, detached. 
The vessels were secured with gut and the flaps adjusted with sutures. 
No attempt was made to remove the recurrent masa in the axilla. The 
amount of lymph which drained from the flaps was very great The 
flaps soon settled, and, except in the neighborhood of the cancer, pri- 
mary union followed. There were some superficial portions of the 
cancer which sloughed and left a small discharging sidus. The patient 
left the hospital in twenty-one days in a very comfortable condition, 
greatly relieved by the operation and free from pain. 

It is a noteworthy &ct in these cases that it was many days before 
the patients were able to realize that the arm had been removed : in 
each instance the sense of weight was very persistent The painful 
sensations disappeared with the removal of the limb. 

In Case I. it was impossible to remove the scapula : the skin cover- 
ing it was like leather. In Case II. preliminary ligature of the sub- 
clavian was out of the question, as the course of the artery was obscured 
by the recurrent tumors. 

The most striking fact which is developed by a comparison of the 
history of the two cases is the rapidity with which the wound healed in 
Case II., although a considerable mass of cancerous material remained 
in the axilla. The results, so far as the patient's comfort was concerned, 
which followed the operation were so very satisfactory that I shall have no 
hesitation in recommending it in similar cases in the future. Strange as 
it may seem, amputation of the arm and scapula is accompanied with less 
shock, and is followed by more rapid healing, than amputation through 
the shoulder-joint ; and as a scapula without the limb is of no service, 
there need be no hesitation in removing it, not only when the amputa- 
tion is performed for lymphatic oedema, but in most cases where it is 
deemed necesssary to amputate the upper limb. 
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Pro. 1. 



Flatfoot (pes or talipes valgus, or pes planus, so called in the 
first place from tiie eversion of the foot, and in the second from the flat- 
tening of the sole) is the name given to a condition where the main 
part of the arch of the foot is lowered, causing thereby a marked 
deformity, with attendant pain and discomfort from the pressure so 
brought to bear upon the structures underlying the arch, Briefl^y put, ' 
it may be said, in the words of Professor Humphry, to consist of a 
" persistent, over-extended, and incurved condition of the astragalo- 
scaphoid, — ^the middle and chief joint of the tarsus,'' (See Fig. 1.) 

As a further change, the 
head of the astragalus falls 
downward and inward and 
presses that part of the foot 
anterior to the astragalo* 
scaphoid joint outward, and 
so the valgus position is pro- 
duced. 

The deformity in well- 
marked cases is easily recog- 
nized by the obliteration of 
the arch of the instep and by 
the undue prominence on the 
inside of the foot. The latter 
is very evident on comparing the deformed with the sound foot, and 
may be shown by an outline (Fig. 2) from two casts in the Surgical 
Museum of Aberdeen University, one taken from a sound foot, the 
other from a flat foot. The sign by which the deformity is most easily 
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recognized, however, is the obliteration of the arch of the instep and 
the generally flattened appearance of the sole of the foot At an earlj 
stage the aroh^ when the foot is at rest, assumes its natural condition. 




and only when the calcaneo-astragaloid joint is extended by the patient 
standing or walking does the deformity fully show itself. This is 
of importance to remember in the diagnosis of an early case of fiat- 
foot (Fig. 3). The outlines below, taken from casts of the same foot 
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at rest and when in use, demonstrate the yielding of the arch which 
takes place on pressure being brought to bear upon the astragalo- 
scaphoid joint In extreme cases, where the cause has been at work 
for some considerable period, still further changes take place in the 
astragalo-scaphoid joint, the 
head of the astragalus and 
the articular surface of the 
scaphoid becoming so al- 
tered in shape as to prevent 
their being brought accu- 
rately into apposition by 
pressure, and the deformity 
becomes, therefore, irredu- 
cible. The annexed cuts 
of a dissected flatfoot (Figs. 
4 and 5), taken, by Profes- 
sor Ogston's kind permis- ^ 
sion, from a specimen in 

the Surgical Museum of Aberdeen University, are intended to show the 
condition of the astragalo-scaphoid joint in an advanced case of flatfoot 
In this specimen the articular surface of the astragalus is so increased 
in size and its head so turned downward, forward, and inward, that 
two-thirds of its articular surface is exposed and presses against the 
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stretched calcaneo-seaphoid ligament and tibialis posticus tendon, while 
the other third is in apposition with the altered articular surface of the 

scaphoid. It would have been 
^^®* ^ impossible in life to reduce the 

deformity, owing to the altered 
shape of the articular surface 
of the astragalus. The dia- 
gram given below (Fig. 6) is 
one reproduced from Professor 
Humphry's paper on a dis- 
sected flatfoot, and shows an 
even greater change in the ar- 
ticular surface, the ridge formed 
in this advanced case absolutely 
preventing the reduction of the 
deformity. 

It is a matter of general 

agreement that flatfoot is found 

more commonly in females than 

in males, that the age at which it is most common is a little after 

puberty, and that the affection almost universally manifests itself in a 

class exposed to heavy bodily toil, and particularly in those who have 

Fia. 6 




to stand continuously at work or to carry heavy weights. The follow- 
ing particulars, which I have collected from notes of seventy-eight 
cases of flatfoot treated in the Aberdeen Royal Infirmary, may be 
given in evidence. Of these seventy-eight cases, forty-six occurred in 
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women and thirty-two in men. The average age of the seventy- 
eight patients was eighteen years, while in the case of men the aver- 
age was lower (seventeen and one-half years), in females slightly higher 
(eighteen and one-third years). The condition thus occurs at an age 
which has been proved statistically, by a large number of observations 
as to weight and growth, to be one of decreased nutritive activity in 
both sexes, but more markedly so in females. It is interesting and 
instructive to note the occupation of these seventy-eight patients. Of 
the forty-six females, no fewer than twenty-five were domestic servants, 
eight were milliners, five were at school, two were dress-makers, and 
the rest were at home. Of the thirty-two males, there were twelve 
farm-servants, four laborers, one railway clerk, one baker, one painter, 
one butcher, and three at school. Of the occupation of the others no 
record has been kept. About sixty per cent, of these cases came from 
country districta 

The cause of flatfoot has been much discussed, and many different 
views have been promulgated. The earliest theory advanced was that 
of Barwell and Sayre, who attributed it to a paralytic condition of 
certain muscles connected with the ankle and foot, and more especially 
the tibialis anticus. Billroth, though originally holding the idea that 
the condition was due to relaxation of the ligaments, finally adopted 
the views of Lorinser, who attributed it to weakness of the mus- 
cles and of the bones, and thought that a rachitic tendency had to do 
with it. 

By Professor Humphry it has been attributed to a wearying of the 
muscles, and more especially of the tibialis posticus, and a stretching 
of special ligaments. In explaining his theory of the production of 
flatfoot. Professor Humphry has at some length described the arch of 
the foot and the part played by each structure in the gradual develop- 
ment of the deformity. In support of his views the following points 
have been advanced. Looking first at the instep of the foot as an 
arch, it exhibits an excellent arrangement for securing strength and 
elasticity, but at the expense of the mutual support of its component 
parts, for the astragalus (which has been described as the key-stone of 
the arch), while it is supported by the scaphoid, does not in turn 
support tlie 08 calcis, but rests on it This want of support is made 
up for by a subsidiary transverse arch, extending across from the 
astragalo-scaphoid joint through the cuboid bone to the bases of the 
outer two metatarsals, and additional support is given by the strong 
calcaneo-scaphoid and calcaneo-cuboid ligaments, aided by the plantar 
iascia. Looking next at the mechanical production of flatfoot in rela- 



Digitized by 



Google 



248 INTERNATIONAL CLINICS. 

tion to this description of the arch, one can easily understand how, in 
extension of the foot in walking and in standing, pressure is brought 
to bear on the calcaneo-scaphoid ligament, which in turn is braced up 
by the sole muscles and by the tibialis posticus ; and how, after exces- 
sive exertion or in a weakened condition of the parts, the calcaneo- 
scaphoid ligament may tend to yield, the head of the astragalus to fall 
downward, forward, and inward, and the initial stage of a flatfoot to 
be reached. This theory does not, however, adequately account for the 
malformation of the bones found in advanced cases. 

Mayo Collier attributes the causation of flatfoot in great measure 
to the practice of walking with high-heeled boots, — an unnatural con- 
dition, as he says, tending to cause the astragalus in the raised position 
of the heel to slip off the os calcis. He therefore advocates the use 
of shoes without heels, in which the sole is much thickened anteriorly 
and thinned posteriorly. This heelless shoe (" carpet shoe") is the one 
almost universally worn during work by the domestic servant in this 
part of the country, and it is therefore worth noting in relation to 
this theory that over fifty-five per cent, of the cases which I have 
notes of occurred in domestic servants. 

It is rather to the age and general condition of the patient that we must 
look for an explanation. The most recent and most generally accepted 
view — ^hinted at previously by Billroth — is that originally published 
by Professor Ogston. Dr. Ogston believes that flatfoot is really a 
rickety condition, being due to rachitis adolescentium or " adult rick- 
ets," a condition which supervenes in certain cases on or about the age 
of puberty. This condition of rachitis adolescentium has been well de- 
scribed by Mr. Clement Lucas, who, however, has found albuminuria 
to coexist with it, and thinks there is some connection between the two. 
In all the cases of flatfoot I have had under observation there has cer- 
tainly not been present the albuminuria which Mr. Lucas describes, but 
there has frequently been observable a softened condition of the bones, 
as might naturally be expected in a rachitic patient, and, indeed, this was 
so marked in one case operated on as almost to give the appearance of 
osteoporosis. This theory is also the one which most adequately accounts 
for the deforming growth of the head of the astragalus and the altera- 
tions in the astragalo-scaphoid joint which take place in severe cases. 

In passing next to the treatment of flatfoot, the many methods 
which have been advised may be detailed most clearly by dividing the 
cases to be treated into three great classes : 

1. Those cases which are seen early, and in which the deformity is 
not great. 
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2. Those cases in which the deformity is well marked^ but in which 
it is still possible by pressure to replace the head of the astragalus in 
its proper relative position to the articular surface of the scaphoid. 

3. Advanced cases in which the deformity cannot be folly reduced^ 
the change in the bones and in the relations of the structures com- 
posing the astragalo-scaphoid joint being such as to preclude treatment 
by any means short of osteotomy. 

1. Considering first, then, those cases which are seen early, and in 
which there is not much displacement, the first and natural treatment 
which occurs to one to use for the weak and strained condition of the 
joint is resL This may be carried out in a variety of ways, but most 
successfully, perhaps, by means of a plaster-of-Paris bandage, applied 
from the toes to a short distance above the ankle, and left in position 
from four to six weeks. In an early case this, along with general sup- 
porting treatment, may be sufficient to effect a cure. Patients who 
cannot afford the time necessary for this method may be treated ambu- 
lant by applying a Martin's india-rubber bandage securely round the 
foot and ankle, great relief often following on the use of this elastic 
support Some, however, and notably Ellis, have taken exception to 
the principle of rest as applied to the treatment of this condition, and 
advocate exercise as the best and speediest means of cure. Mr. Ellis 
advises that as much vigorous and well-directed exercise as can be 
properly borne should be taken, that the patient when sitting, or, better, 
when lying, should be directed to forcibly invert the foot and flex the 
toes as fully and as oflen as can be done, and that as soon as possible 
he should be allowed to spring up on tiptoe, remaining in this position 
for some time, and then gradually sinking on the heel. He records 
several cases of complete cure attained by the " exercise" method, and 
notably his own case (one of six years' standing), which, however, was 
one of traumatic and not of ordinary acquired flatfoot 

2. Looking, secondly, at the treatment of a more severe set of cases 
in which there is well-marked but still reducible deformity, a variety 
of proposals meet us. A common method of treatment is to have the 
instep of the shoe strengthened and the sole raised on the inside below 
the astragalo-scaphoid joint, so as to support the arch. This may still 
better be done by a leather-covered metal sole inserted in the boot, or 
in other cases by a horse-hair pad fixed to the sole below the instep. 
The objection to all these methods of support is that the pressure in- 
duced on the head of the astragalus and on the sensitive structures 
below it in keeping up the arch is so great as to cause often greater 
pain than the deformity itself. To orthopaedic apparatus one naturally 
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looks for help in the treatment of pes valgus. Many different forms 
have been described, but the following are the most important The 
earliest was one invented by Barwell and approved by Sayre, in which 
support was obtained by adhesive plaster bands fixed to the 1^ and 
foot and attached to a splint made of tin. Later on, the valgus boot 
was invented by Davy, and consisted of a boot with a hinge at the 
sole plate and an ankle-band. The principle is easily seen from the 
diagram (Fig. 7). Walsham invented a special boot for flatfoot which 
gives a fair idea of the general mechanism of these orthopsedic appa- 

Fia. 7. FiQ. 8. 



Davy's valgus boot Walsham's flatfoot boot. 

ratus. The description of it Hs as follows : " The boot represented 
in the accompanying wood-cut (Fig. 8) is one which I have found 
of much service in the treatment of certain forms of flatfoot in the 
orthopaedic department of St. Bartholomew's Hospital. It differs 
from the boot with outside leg-iron in ordinary use, inasmuch as in 
place of the T shape I have substituted a broad band of solid rubber, 
so that continuous elastic tension is exercised on the sunken arch. The 
rubber band is firmly secured to the uppers inside the boot along the 
outer border of the sole in such a position that as it crosses under the 
sole of the foot its centre corresponds to the middle of the calcaneo- 
scaphoid ligament. It is then carried up on the inner side of the foot 

^ Lancet, January 26, 1884. 
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to just above the top of the boot^ and thence through the medium of a 
strap and buckle secured to the calf-piece. A sofl valgus pad is slid 
over the rubber strap and so adjusted as to correspond, when in position, 
to the situation of the yielding arch. In place, therefore, of a passive 
valgus pad to support the arch, active traction through the medium of 
the pad is exercised on the depressed bones by the rubber strap. In 
the form in which the deformity is well marked but is unaccompanied 
by rigidity, I have obtained the best results by the boot above de- 
scribed.'' 

Green invented a much more complicated apparatus on the same 
principle, but the elastic support was fixed higher, — above the crest of 
the ilium, instead of on the calf of the leg. It was too complicated 
and cumbersome an apparatus to be of use save in an orthopaedic 
hospital. 

Lately it has occiured to me that in this class of cases^ if the arch 
of the foot, being replaced in position, could by a simple operation be so 
firmly fixed as to preclude movement and be thereafter maintained in 
position by stifi^ bandages, the structures in connection with the astrag- 
alo-scaphoid joint might so contract and accommodate themselves one 
to another as to leave, after the expiration of six weeks' to two months' 
rest, a perfect joint. Accordingly, in the last four cases I have had 
under treatment the following operation has been performed. The foot, 
having been carefully disinfected, is palpated, and with the thumb-nail 
a mark is made over the prominence of the scaphoid on the inside of 
the foot and on the base of the fifth metatarsal bone on the outside. 
A half-inch incision is then made horizontally over the scaphoid pro- 
tuberance down to the bone. The flatfoot deformity is then rectified, 
and through the middle of the scaphoid transversely across the foot an 
Archimedian drill is passed. If, in drilling, the mark on tlie fifth 
metatarsal previously made is taken as a guide, the drill will pass di- 
rectly through the cuboid down to the fifth metatarsal joint Through 
the opening made by the drill is driven in a disinfected ivory peg, 
which is then cut ofi* short with a wire pliers. The astragalo-scaphoid 
joint has then, as a rule, no tendency to assume its deformed position. 
If, however, the astragalus's head still inclines to slip downward, a 
second p^ should be inserted just behind the articular surface of the 
astragalus transversely across the foot through the os calcis at an angle 
of forty-five degrees to the horizon, and aiming at a point a thumb's- 
breadth behind the base of the fiftli metatarsal bone. The wound is 
then washed, stitched up, a small antiseptic dressing applied, and the 
foot incased in a plaster-of-Paris bandage^ which is kept on for two 
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months. The annexed cut (Fig. 9) shows the arches of a case of 
double flatfoot two months after treatment by this operation. The 
operation has the advantage of simplicity, but whether it will turn out 
a reliable one I have not yet sufficient experience of it to say. 

3. In the class of advanced cases in which the deformity cannot be 
reduced, owing to changes in the articular surfaces of the bones, it is 
plain that operative measures are absolutely necessary, and that these 
must be of a comparatively severe type. Langenbeck and Willett were 

the first to advise that in advanced 
^^^' ^' cases, where there was rigidity, the 

foot should, under chloroform, be 
forcibly wrenched into position and 
then placed in a plaster-of- Paris case 
in a position of extreme inversion, 
with the bones forming the arch 
forced well into place. This pro- 
posal involves the exhibition of a 
force so great as seriously to dam- 
age important structures, and the 
maintenance of the arch is left en- 
tirely to the support of a plaster- 
of-Paris covering, which in such a 
case is quite inadequate to the duty 
required of it. Davy has advised 
excision of the scaphoid, and has re- 
corded cases of benefit from this oper- 
AcMeofdoubie^flaifoot^twomo ^^j^^^^ Professor Stokes removes a 

wedge-shaped piece of the enlarged 
head of the astragalus, such wedge having its base below and its apex 
above, which when removed allows the depressed portion of the tarsus 
to be elevated and the arch restored ; the after-treatment consists — ^the 
wound having healed — in fixing the foot in position by a Dupuytren's 
splint applied as for Pott's fracture. By far the best operation is one 
first described and since extensively and successfully practised by Pro- 
fessor Ogston, which aims at ankylosing the astragalo-scaphoid joint 
in the rectified position. This operation is performed by cutting 
down upon the astragalo-scaphoid joint by an incision which begins 
just in front of the tip of the internal malleolus and passes downward 
and forward over the middle of the astragalo scaphoid joint. The 
edges of the wound are then retracted by slender retractors, for which 
purpose two aneurism needles answer admirably (Figs. 10 and 11). 
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The articular sur&oe of the astragalus is first attacked by a chisel 
and its articular cartilage shaved off, any undue pnominence of the 
lower part of the head also being removed. The articular cartilage 
of the scaphoid is similarly treated^ and the two vivified surfaces are 
then brought in contact and maintained there by two ivory p^, driven 
in through two small holes drilled for them antero-posteriorly. After 
the parts have been well cleansed, the wound stitched, and Lister's or 



PiQ. 10. 




PlQ. 11. 




ProflBnor Ogston'i operation for ankylosing Uie aitragaloicaphoid joint 



other antiseptic dressing applied, the foot is incased in plaster-of-Paris 
bandages, which are left in mtu for six weeks to two months, being 
replaced, if necessary, after that time by another stiff bandage, as it 
is not infrequent for the joint to require three months' rest before 
thorough consolidation takes place. I have had the privilege of see- 
ing a considerable number of cases treated in this manner, and the 
results in most cases have been excellent. 

Fig. 12 shows the arches of an advanced case of double flatfoot 
treated by this method. A fortnight ago I saw a case operated on 
thirteen years before, in which the result has been perfect. 
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In advanced cases of flatfoot, Professor Ogston's operation is a 
most reliable and successful one. I am aware that some have described 
the operation as an unduly severe one, but in looking over the notes of 

over sixty cases treated in this manner 
I have been unable to find any history 
of a bad result following this operation. 
From what has been said it will be 
evident that many views have been ad- 
vanced as to the causation of talipes 
valgus, and that a variety of different 
treatments have been in vogue. The 
question of the justifiability of operating 
on these cases has also been much dis- 
cussed. If I may be allowed to sum- 
marize what has been written, I would 
say that it may be taken as pretty cer- 
tain that flatfoot is really due to that 
form of rickets which attacks adults at 
puberty (rachitis adolescentium) ; that 
it occurs at an age of lessened nutritive 
activity, and principally in those ex- 

An advanced case of double flatfoot P^^^ ^ ^^^ »f ^»^ f ^^^^y bodily toil ; 

that the condition is gradually progres- 
sive, and, if not treated successfully at an early period by rest, support, 
or orthopsedic apparatus, will end in marked changes being produced at 
the astragalo-scaphoid joint in the bones, and particularly in the head 
of the astragalus, — changes so great as to preclude successful treatment 
by any other than operative measures. 
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NEPHRITIC ABSCESS CAUSED BY CALCULI. 

CLINICAL LKCTURK DKLIYKBKD AT THE MEDICO-CHIBUBOICAL H08F1TAL. 

BY WILLIAM EASTERLY ASHTON, M.D., 

Professor of Gynaecology in the Medico-Chinirgical College of Philadelphia. 



Gentlemen, — ^The patient I bring before you thi8 morning is 
suffering from a renal abscess. She presents the following history. 
Mrs. G.f aged thirty. She has been married for eight years, and is the 
mother of four children. About four years ago, when five months 
pregnant with her third child, she noticed an enlargement in the right 
lumbar region, just above the crest of the ilium. This tumor gave 
rise to no inconvenience except when pressed upon during foetal move- 
ments. At the same time the mass was noticed the urine became 
loaded with pus. The patient was safely delivered at full term. 
From this time on until the fourth pr^nancy, a period of one year and 
a half, she suffered no pain and was able to attend to her household 
duties. Pus, however, was constantly present in the urine. When 
she became pregnant again, in January, 1891, the pain, however, re- 
turned in the right lumbar region. This symptom gradually increased 
in severity as the gestation advanced. The tumor continued to enlarge, 
and finally encroached upon the liver, evidently pressing upon the 
common duct, as the patient was deeply jaundiced in August. Her 
pain was so severe during the last four months of pregnancy that she 
was forced to remain in bed most of the time. After her confinement, 
which took place in September, the tumor occupied a lower position in 
the abdominal cavity. It was, however, much larger than after her 
third confinement, and although painful upon pressure, she could walk 
about with comparative comfort In February, 1892, the tumor began 
to grow rapidly, causing her constant pain and distress ; the appetite 

255 



Digitized by 



Google 



256 INTERNATIONAL CLINICS. 

and strength gradually &iledy and the pus disappeared from the urine. 
In March a nephrotomy was performed and one pint of pus and four 
calculi were removed from the kidney. This operation was followed 
by a lessening of the pain and an increase in strength but not in 
weight ; the urine became less cloudy. The drainage-tube was left in 
position until August, and the sinus remained open until the 7th of 
December. She began almost immediately to sufier great pain and 
tenderness upon pressure over the r^ioii of the kidney. The tumor 
increased in size until the 19th of the month, when the sinus reopened 
and discharged pus freely. Her general condition improved at once, 
and the pain was relieved. 

Ignoring, for the moment, the fact that the surgical history of this 
patient points clearly to the nature of her disease, let us briefly con- 
sider the methods employed in determining the diagnosis of abdominal 
enlargements. The groundwork in the diagnosis of these cases em- 
braces a clear and definite knowledge of the situation and relative posi- 
tion of the various organs, as well as a careful study of the diseased 
conditions to which they are liable. As you are ciware, the surface 
of the abdomen is divided into nine arbitrary divisions or spaces for 
the purpose of limitation in studying the position of the underlying 
viscera. 

These divisions are made by means of two transverse and two 
vertical lines. The latter, one on each side of the abdomen, extend 
from the cartilage of the eighth rib to the middle of Poupart's ligament. 
The upper transverse line encircles the abdomen on a level with the 
cartilages of the ninth ribs, while the lower touches the highest point 
of the crest of the ilium on each side. The spaces thus formed, 
naming them from above, are the right hypochondriac, epigastric, 
left hypochondriac, right lumbar, umbilical, left lumbar, right inguinal, 
hypogastric, and left inguinal. 

As the tumor before us occupies the right lumbar r^ion, I will not 
take up your time by referring to the contents of all the divisions just 
mentioned, but will limit my remarks to the location of the organs in 
the right lateral spaces of the abdomen. In the hypochondriac r^ion 
we find located the gall-bladder, the right lobe of the liver, the upper 
portion of the hepatic flexure of the colon, the superior part of the 
kidney, and the supra-renal capsule. In the lumbar r^ion are situated 
the ascending colon and the largest part of its hepatic flexure, the 
kidney and its ureter, and a few coils of the ileum, while the inguinal 
space is occupied by the colon, the appendix vermiformis, a portion of 
the ureter, and the retro-peritoneal glands. 
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Having now pointed out to you the organs situated in that part of 
the abdomen occupied by the tumor before us, the next step is to de- 
termine from which of the three lateral spaces the growth has devel- 
oped. To decide this question we examine the abdomen by inspection^ 
palpation, and percussion. 

Those of you who are near will notice that the abdomen is non- 
symmetrical, or, in other words, there is a prominence or distention upon 
the right side. Again, this enlargement is most distinct above the 
lower transverse line, and occupies chiefly the right lumbar region, at 
the same time extending somewhat into the umbilical space. Placing 
my hands upon the tumor, I find that its lower bgrder is on a level 
with the iliac crest, while its upper boundary reaches to the liver. 
Posteriorly the costo-iliac space is completely occupied, while anteriorly 
the mass extends into the umbilical region. As I examine the growth 
by percussion, you will notice that the area of dulness corresponds 
to the limits of the tumor as determined by palpation. In a large 
tumor of the kidney we are able, at times, to demonstrate by percussion 
and palpation the presence of the colon passing over its surface. The 
absence, however, of this important point in the differential diag- 
nosis does not by any means exclude the kidney, as the colon may be 
completely empty at the time of the examination. We are now in a 
position, from what has been elicited by the examination, to conclude 
that this tumor has developed from the right lumbar region. The 
diagnosis, therefore, by this process of exclusion, practically narrows 
itself down to a study of the lesions affecting the organs occupying 
this region of the abdominal cavity. Let me, however, give you one 
word of caution. Do not be too eager in these cases to jump to con- 
clusions, as one of the viscera may be displaced and occupy an abnormal 
position, or again, a tumor may grow to a point far distant from where 
it originally developed. For example. Dr. Charles H. Thomas, of this 
city, reported several years ago three cases of downward displacement 
of the transverse colon. In one of these patients the lowest part of 
the gut was found in the pelvic cavity. Dr. Morton, also of this city, 
reported a case in which he operated for a supposed appendicitis and 
found a distended gall-bladder. You must also remember that tumors 
of the omentum, the abdominal wall, and the parietal peritoneum may 
occupy the right lumbar r^ion and render the diagnosis still more diffi- 
cult. It is therefore not sufficient simply to know the situation of a 
growth, but we must go a step further and determine the point from 
which it is developed. Now, in the case before us the examination 
demonstrates not only the situation, but also the starting-point This 
Vol, I. Ser. 8.— 17 
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we have proved by outlining its boundaries. Again, the fact that the 
costo-iliac space is completely filled by this tumor strongly points to 
the kidney as the organ involved. Referring to the history of our 
patient, you will remember that the tumor first made its appearance 
in the right lumbar region, and that at no time did it occupy any other 
position. This confirms, also, the result of the physical examination. 
Having now determined that this growth had its origin in the right 
lumbar region, the question before us is. From what organ is it de- 
veloped, and what is its nature ? The tumor was first noticed by the 
patient about four years ago. This fact practically excludes malignant 
disease. Therefore we can set aside the omentum or peritoneum as 
being the organs afiected. Again, cancerous degeneration of these 
structures is associated with more or less free fluid in the peritoneal 
cavity. No signs of ascites are present in this ease. The physical 
examination shows that the enlargement is not situated in the ab- 
dominal wall. Furthermore, as the patient has had no symptoms 
of bowel obstruction, we may also eliminate any malignant or benign 
disease of the large or small intestines. We are therefore reason- 
ably right in coming to the conclusion tliat this growth involves the 
kidney. 

For purposes of diagnosis we may conveniently divide enlarge- 
ments of the kidney into two groups: first, those which are solid, 
and, second, those which are fluid. Placing my hands over this 
growth and palpating its surface, a sensation of fluctuation is imparted 
to my fingers. We know, therefore, that this is a fluid tumor and 
that we may exclude from further consideration all solid forms of 
growth. 

You must not conclude from the results of this examination that 
you can always so easily determine the physical characteristics of these 
tumors. In some instances it is impossible to say whether the enlarge- 
ment is fluid or solid. This is especially true of cystic growths before 
they have attained a large size. 

We have now reached the point in the investigation of this case 
where it becomes necessary for us to turn to the subjective history of 
the patient in order to complete the diagnosis. Two statements in this 
history are important, because upon them the diagnosis of the nature 
of the tumor depends. I refer, first, to the presence of pus in the urine, 
and, second, to its absence when the tumor began to grow rapidly last 
January. Pus in the urine associated with an enlargement of the 
kidney indicates that the disease is suppurative in character. Again, 
the fact that when the pus ceased to appear the tumor enlarged rapidly 
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points to a sudden blocking of the ureter. Unfortunately, we have no 
record of the amount of urine voided before and after the tumor b^an 
to grow, as the question of hydronephrosis would be practically settled if 
there had been a marked decrease in the quantity at this time. Taking 
all the evidence into consideration, however, we may conclude that this 
patient is suffering with a renal abscess plus hydronephrosis. 

Having determined the nature of the disease from which this 
woman is sufferiug, we will now consider what can be done for her 
relief from a surgical stand-point. This question practically resolves 
itself into doing nothing or in performing a nephrotomy or a nephrec- 
tomy. Although the general condition of this patient is far from nor- 
mal, yet she has sufficient strength and vitality remaining to undergo 
safely a surgical operalion. I shall, therefore, consider with you the 
question of operative interference. One of two operations is indi- 
cated, — namely, nephrotomy or nephrectomy. The former consists in 
cutting into the kidney and evacuating the pus which is present, while 
the latter is the complete extirpation of the organ. As nephrotomy 
was performed upon this patient last March without affording any 
radical relief, the complete excision of the diseased kidney naturally 
suggests itself to my mind as being the operation most likely to give a 
permanent result. Before determining upon this operation, however, 
we must carefully estimate the amount of urine and the quantity of 
urea excreted. In other words, the functional activity of the other 
kidney must be thoroughly studied. 

As you are aware, the average quantity of urine voided by an adult 
in twenty-four hours is a little over fifty-two ounces, although it is 
entirely within the limits of health if a greater or less amount than 
this be excreted. The quantity of urea normally excreted in twenty- 
four hours is slightly over five hundred grains, or about two and a half 
to three per cent. A daily record of the urine which has been kept in 
this case for tlie past eighteen days shows that the average amount ex- 
creted is about twenty-five ounces. The quantity has never reached 
moi'e than thirty-two ounces, nor less than fifteen ounces. The urea 
has averaged between one and one and a half per cent 

During the time the patient has been under observation the kid- 
neys have been stimulated by the administration of citrate of potas- 
sium and the free use of Poland water. Yet, notwithstanding this 
treatment, the daily quantity of urine and urea excreted is &r below 
the normal, showing that the left kidney is also seriously damaged. 
To perform a nephrectomy under these circumstances would result 
inevitably in death, and we are therefore forced into doing a second- 
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ary Dephrotomy. Although this operation will not cure the disease, 
it will establish free drainage and thus add greatly to the comfort of 
our patient. 

I am glad of this opportunity of giving you an outline of the 
principles upon which abdominal diagnosis is based, and also to im- 
press upon your minds the necessity for a careful examination of the 
urine before deciding upon the removal of a kidney for disease. 
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Gentlemen^ — ^There is a claRS of patients afflicted with multiple 
calculi of renal origin, who are curable without opening the kidney or 
bladder and without crushing the stones. These cases are not fully 
discussed in the books, and hence it is important to describe them to 
you and to show you the proper mode of treatment. 

In general terms, the history of a typical case is about as follows. 
The patient begins to pass small globular stones from the kidneys to 
the bladder, sometimes from both kid- 
neys, and at other times from one. The 
calculi attain a rather uniform size, 
varying from one-eighth to a quarter 
of an inch in diameter. Some of them 
are large enough to cause renal colic in 
passing. They are mostly spherical in 
form, though not mathematically per- 
fect. Some authors assert that they 
originate as concretions adherent to the 
apices of the renal pyramids, situated 
within the calyces, and that before 
attaining any considerable size they 
drop off and pass down to the bladder. (Fig. 1 shows a collection 
of these stones taken from one patient.) 

The peculiarity of these cases is that the stones continue to form 
and pass down all about the same size for a period of a year or two, 
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or even more. The patients usually expel them through the urethra, 
and sometimes gather a collection of twenty or thirty as curiosities. 
If, however, any fail to get out of the kidney betimes, they become 
enlarged beyond the possibility of escape, and after that nothing but 
nephrolithotomy can save the life. Also if any are detained in the 
bladder too long, the increase of size necessitates lithotomy or lithola- 
paxy ; but they may all pass freely out with the urine, or if they 
are detained by an enlarged prostate they can, if taken early, be pumped 
out, without even crushing them, by one of the modem evacuators. 

Here is a patient who is in the middle stage of this disease. About 
a year ago he was found to have a large vesical calculus, and was 
lithotomized by an excellent surgeon. Four months later he experi- 
enced a return of his old symptoms and called on me for help. I dis- 
covered some very small calculi by the sound. I inserted one of Bige- 
low's large evacuating tubes, and applying the suction-bulb pumped out, 
without crushing, every one of them, to the number of eight, some as 
small as the finest bird-shot, and others about three sixteenths of an 
inch in diameter, and all very hard and very regularly spherical. 
No more could be felt with the searcher, and the patient seemed entirely 
cured ; but some six months later I had to pump him out again, getting 
a smaller number of about the same size. Some eight months have 
since elapsed, and now he comes before us again for relief. Without 
using the lithotrite at all, I insert at once the large evacuating tube and 
apply the bulb. You see a number of small globular calculi falling to 
the bottom of the glass trap. (Fig. 2.) 

We get here only five small spherical stones. This patient has an 
enlarged prostate, otherwise I think he could have evacuated all these 
little globes by his own natural efforts and without instrumental help. 
[After this evacuation the kidneys ceased to send down any more 
stones, and the patient remained permanently cured.] 

In old men with prostatic obstniction some of the stones are apt 
to remain iu the bladder, and grow to large size, if neglected, while in 
younger patients they generally pass off* early, aud when the kidneys 
get over their stone-producing ailment, as they usually do in a year or 
two, a spontaneous cure results. 

Many years ago an old patient came to me with two moderate-sized 
stones in the bladder, who had been previously lithotomized by Dr, 
Brainard, who removed from him about twenty small stones. Evi- 
dently the doctor happened to operate on him when the kidneys had 
nearly ceased to produce calculi, for, though several years had elapsed, 
I found only two moderate-sized cues present, and the patient knew 
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of none passing spontaneously. Had he been kept under observation 
after the lithotomy and these two stones been promptly evacuated, he 
would have had no more trouble. 

Another elderly patient with enlarged prostate began to pass nu- 
merous small spherical calculi, and continued to do so for months. He 
had repeated attacks of renal colic, sometimes in the right side and 
sometimes in the left, caused by the descent of the stones. He had 
passed at least thirty or forty before I saw him. Having etherized him, 
I inserted an evacuator of large size and pumped out thirty-seven 
small round stones. There was only one too large to pass the tube, 

Fio. 2. 




Cloyex'8 wash-bottle and tabes. 



A more modem inf»trument. 



and that I drew out with a lithotrite without crushing it. His blad- 
der being thus cleared, he was greatly relieved, but in all probability 
more stones will be formed in the kidneys and descend to the bladder ; 
but they can easily be evacuated, and if this is faithfully done as often 
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as needed he will be in good health, and after a year or two the ten- 
dency to produce the stones may be expected to cease. 

Another old patient with prostatic enlargement was accustomed to 
use the catheter himself^ and after a time b^an to draw out occasional 
small calculi by catching them in the eye of his catheter. When he 
failed to get them himself, I drew them out with larger tubes. Afl«r 
a year or two they became fewer and at last seemed to cease to appear. 
However, aft;er a considerable interval a single one showed itself, and 
could not be captured by his &vorite method with the catheter. He 
was old and feeble and would not allow me to use any other measures, 
so the calculus grew apace, and ultimately killed him while under the 
care of a quack who promised to dissolve it by the potency of his 
internal medicine. 

Had he allowed me to remove the stone by an evacuator when it 
was small, the operation would have been very trifling and the cure 
probably permanent 

I now show you a remarkable specimen, consisting of nine stones, 

removed by lithotomy, 
which descended from 
the kidneys into the 
bladder in two succes- 
sive periods, separated 
by a considerable inter- 
val of time. 

Six of these stones 
are large and of about 
the same size. They 
Iiave smooth facets of 
apposition which show 
how they lay together 
in the bladder. (Fig. 
3.) They must have 
entered the bladder not 
far from the same period 
of time and have grown 
a good while without 
receiving any addition to their number. The other three are very 
small, and doubtless came down much more recently. 

My interpretation of the facts is this. A good while ago one of the 
kidneys began to send down calculi to the bladder. Some may have 
been expelled through the urethra, but six remained and grew to the 
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size yon see. The kidney now recovered its soundness and ceased for 
a long time to produce any more. More recently either the same kid- 
ney or the opposite one resumed the work and sent down the three 
small stones. Had the evaeuator been used when the first six appeared, 
they could have all been pumped out without even crushing, and the 
patient would have remained well until the second crop appeared, when 
a second application of the evaeuator would have again restored the 
man to health. 

My conclusions are these : 

1. Although a kidney in some instances retains one or more calculi 
indefinitely and necessitates a nephrolithotomy, yet in the majority of 
cases it sends them down to the bladder one after another through a 
period varying from a few months to perhaps one or two years or more. 

2. Generally the kidney ceases after a time to produce any more 
calculi. 

3. In old men with enlarged prostates the calculi are apt to be re- 
tained in the bladder by the prostatic obstruction, and may grow to a 
large size if n^lected. 

4. The stones at first may easily be pumped out by the evaeuator 
without cutting or crushing, and without any danger, and if the evacu- 
ation be ^repeated whenever new stones descend, the bladder may be 
kept clear and healthy, and the production of new stones will at length 
cease in the majority of cases. 
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HUNTERIAN CHANCRE ; PERINEAL ABSCESS ; 
TREATMENT OF URETHRAL DISCHARGE. 

OLIKICAL LECTTTRB DSLIYSBSD AT THS MBW YORK POLTCLINIO. 

' BY ARPAD O. QERSTER, M.D., 

Professor of Surgery at the New York Polyclinic ; Visiting Surgeon to the German 
and Mount Sinai Hospitals. 



Gentlemen, — In this patient you see an example of a trouble 
which the patient says has existed for six weqks. You have here upon 
the outer surface of the prepuce a characteristic ulceration. The edges 
are irregularly punched out, and there is a decidedly infiltrated base. 
We have a similar ulcer upon the corresponding inner margin. The 
inguinal glands are indurated upon both sides. There can be no 
question in r^ard to the diagnosis. We have here an ulcer with 
brawny edges and a dirty base, — a Hunterian ulcer of six weeks' 
duration. There is but little tendency to healing ; there is a profuse 
discharge. The patient has, in addition, a pliimosis. The main prin- 
ciple of modem surgery in regard to cleanliness applies whether the 
ulcer is recent or old, whether it is a Hunterian ulcer or a chancroid. 
We may use this or that acid, this or that powder, this or that prescrip- 
tion, or we may use none of these, and by the application of simple 
water the ulcer will heal. The frequent removal of the discharge is 
all that is necessary. 

This ulcer is not phagedsenic ; it is not eating away and destroy- 
ing tissue. A prolonged bath or frequently-changed moist compresses 
will accomplish the end in view. For this purpose we may use lint or 
absorbent cotton. From your absorbent cotton cut a number of pads 
such as are used by our friends the ophthalmologists, or a little smaller. 
Place these in a wide-mouthed bottle, and fill the bottle with a solution 
of corrosive sublimate (one to five thousand), or a salicylic-acid solu- 
tion, or one-quarter-per-oent. carbolic-acid solution. Don't make your 
solution too strong. Strip back the prepuce and apply the pad, then 
return the prepuce to its original state. Change the little compress 
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every hoar, or as often as the secretion collects. In certain parts of 
the country you will find iodoform used in these cases. I use it my- 
self when pain is present Even then, however, I do not ladle it on, 
but simply blow a thin layer over the part ; it is not necessary to pile 
it up in order to get the effect Whatever your dressing, you should 
remember that the iodoform alone or the ointment or the plaster is not 
the most important surgical indication in these cases. Even with iodo- 
form it is possible to form a crust under which the poisonous secretions 
are sealed up and the ulcer spreads. I am not opposed to chemical 
remedies such as iodoform, salicylic acid, or calomel : I only object to 
your allowing the powder to form a crust. No ulcer will heal under a 
crust Even the b^gars in the street know that It makes no dif- 
fei^nce whetlier you have a chancroid to deal with or a specific ulcer, 
the local treatment is the same. Again, you cannot always tell whether 
you are dealing with a specific lesion or not You may have a sore 
with a soft base, — a sore which will heal within two to four weeks, — 
and from these indications you may be pretty sure that no general 
disease will develop, but you cannot be certain. Both in my own ex- 
perience and in that of others the patient has, upon these indications, 
been assured that he has not contracted syphilis, and at the end of six 
weeks he has been covered with a rash from head to foot, he has had 
sore throat, he has had iritis. A soft ulcer can be followed by syphi- 
litic manifestations. On the other hand, you may have an indurated 
sore and these symptoms may not develop. The rule that we have two 
distinct forms of ulcer is founded upon a correct basis ; it is based 
upon observation, but it is not a law. The soft ulcer may develop in- 
duration, and yet months and years may elapse without the appearance 
of syphilitic symptoms. The indurated ulcer is not necessarily syphi- 
litic. Every indurated ulcer, then, is not followed by syphilis, nor is the 
rule that no soft ulcer is followed by syphilis without exceptions. 

In the treatment of this case place a piece of moist cotton between 
the prepuce and the glans, so as to avoid contact of the two surfaces, 
and place rubber tissue around the whole, to prevent drying. Direct 
the patient to change the dressing every hour. The blunt end of a 
hair-pin answers excellently for getting the cotton into place. In case 
of phimosis it is sometimes necessary to relieve this by operation ; this 
is not, however, necessary in all cases. Some teachers direct that all 
such cases should be operated upon, others that none should be operated 
upon. The modem physician should not accept any such cut-and-dried 
rules. In many cases of phimosis we can gain sufficient access for 
local treatment If, however, we cannot, and the tension is great, 
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clipping of the prepuce is indicated. I have no objection to this opera- 
tion when it is clearly necessary. 

Patients with non-specific sores will come to you asking whether 
they have a chancre^ whether they have contracted specific disease, 
wanting you to assure them that such is not the case, or asking you to 
put them upon preventive treatment. They want anti-syphilitic medica- 
tion " by the system/' before the poison has been absorbed. I advise 
you never to complicate your diagnosis by the exhibition of mercury 
before constitutional symptoms have been developed. It is a most 
important matter that you should know whether your patient has 
syphilis or has not syphilis. By giving mercury during the primary 
lesion you may suppress constitutional symptoms. You may then 
erroneously assure the patient that he has not contracted syphilis, and 
for months there may be no developments, when suddenly violent 
manifestations may appear and valuable time will have been thrown 
away. Such patients have even married, and only known that they 
had syphilis when, years after, syphilitic children came one after the 
other into the world. We allow an average of three years for the 
course of this disease. In some cases five or six years are consumed, 
in others two years. The question, therefore, as to whether anti- 
syphilitic treatment should Jbe immediately commenced or should be 
postponed six weeks is immaterial in the result, while to the patient 
such postponement is of the greatest advantage. The patient ought to 
know positively whether he has syphilis or not If he has syphilis, 
there are certain things which are denied to him. For a number of 
years he must not marry ; he must not touch any decent woman during 
that period. To hang such a sword unnecessarily over a man's head 
is one of the worst of inflictions. If you administer mercury during 
the primary stage, the secondary symptoms are masked so that you are 
unable to make a reliable diagnosis. I would limit my treatment to 
local measures during the primary stage, and I would wait for the rash 
to appear, for the glands to become involved, for the hair to com- 
mence to fall out, before beginning constitutional treatment. If at the 
end of three months after the appearance of the sore no constitutional 
symptoms develop, you can then confidently assure the patient that he 
has not syphilis and that he does not need mercury. I would never 
treat constitutional syphilis until I got constitutional symptoms, and 
then I would treat it energetically. 
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PBRINEAL ABSCESS. 

The next case is that of a man with perineal abscess following 
gonorrhoea, and caused probably by the presence of a strictore. You 
have an ulceration behind the stricture, the ulcer penetrates the perineal 
tissues, and abscess results. This abscess should be incised, and in- 
cised early. You may object that by this procedure we shall encour- 
age the formation of a urethral fistula. Fortunately, this does not 
often occur. You must remember that the fistula already exists ; while 
the incision, if done early, stops the destruction of tissue and acts as a 
conservative measure. The local trouble removed, the urethra must 
reoeive attention and the stricture be treated either by dilatation or 
cutting. 

CHRONIC URETHRITIS. 

The next case is one of chronic inflammation of the urethra, with 
a discharge dating back two years ago, but slightly increased in the last 
three weeks* We have here a number of peculiar changes in the skin 
of the prepuce and glans : there is itching, there is a rash, there is denu- 
dation of the epithelial layer, there is infection of the prepuce with the 
poisonous discharge. He has a peculiar swelling of the joints, which 
were very painful at first, but are now better. Where we have pain 
confined to a single joint, with pallor and oedema, we may look for a 
urethral dischaige, gonorrhoeal or otherwise. This is what we call 
urethral rheumatism, and the treatment consists primarily in the treat- 
ment of the urethritis. The treatment of the urethritis should be com- 
menced with mild solutions. I never use strong solutions at first, and 
seldom at all. In this case we may use the sulpho-carbolate of zinc 
(one-per-cent solution, or thirty grains to the six ounces). Where the 
urethra is extremely sensitive we may use a solution of the permanga- 
nate of potassium (one to two thousand), gradually increasing the 
strength to one to five hundred. Grauge the strength of these solu- 
tions by the sensitiveness of the patient 

A later application may be a one^uarter-per-cent. solution of the 
nitrate of silver. This injection should not be made frequently, if a 
good deal of smarting is occasioned. Of the milder solutions, six, 
eight, or twelve injections may be made in the course of twenty-four 
hours. The syringe used should have a blunt, dull point, not a sharp 
nozzle, — such as is used in giving enemata to children. The rule for 
these injections is to have the patient first pass water ; to expel the air 
from the syringe ; to have the solution warmed ; to grasp the glans 
with the index and middle fingers of the lefl hand and to press open 
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the meatus ; then to take the ^rringe in the right hand and place it 
against the orifice of the urethra. The syringe should hold not more 
than three-eighths of an ounce, and only half a syringeful should be 
injected the first time. Haying made the injection, compress the orifice 
of the urethra and take the syringe away. If now the contents escape 
in a stream, the injection has been properly made ; if they do not 
escape in a stream, the injection has not entered the urethra. It has 
happened to me to be consulted by a man who had had a discharge for 
fifteen months, and who during that time had used injections, and never 
had made a real urethral injection. Not a drop of the injected fluid 
entered the urethra, and he had simply flushed the preputial pouch ; 
his doctor had never shown him how to inject properly. I usually 
order two injections, — the first to be immediately passed and used in 
order to wash out the urethra, and the other to be retained for two 
minutes by the watch. 

In using the nitrate of silver two injections per week are, as a rule, 
sufficient, and these I give myself. After this injection there will be 
probably local pain, and on the following day the discharge may be in- 
creased ; it may be bloody, even, or thick and tenacious, but the follow- 
ing day it will be more watery, and with each treatment the reaction 
should be briefer in duration. Where the patient is especially unreli- 
able, I recommend irrigation of the urethra. Take a small, straight 
female catheter, English No. 7, 8, or 9 in size, with a slightly-curved 
beak, lubricate it with glycerin, and gently introduce it into the ure- 
thra. Insert until you meet with resistance, then stop; the depth 
varies with the individual. The cause of the resistance is the cut-ofl* 
muscle. Then fill a large three-ounce syringe with a tepid and mild 
solution of permanganate of potash, and inject through the catheter. 
The injection does not enter the bladder, but passes back along the 
side of the catheter. For such an injection about a pint of the solu- 
tion is used. 

In urethral rheumatism the joint should be treated as for a local 
surgical complaint, immobilizing the limb on a splint, and making local 
applications through the fenestra. By local treatment you may oft}en 
prevent destruction of the joint ; you may prevent ankylosis, — an acci- 
dent which follows urethral rheumatism more frequently than rheuma- 
tism of any other variety. 
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THE RISKS OP SYPHILITIC INFECTION INCURRED 
BY GYN-ffiCOLOGISTS. 

CUKICAL LSOTURB DSLITEBSB AT THB UNITKRSITT B08PITAL> PHILADELFHIA. 

BY WILLIAM OOODBLL, A^., M.D., 

ProfeBsor of Gynncology in the University of Pennsylvania. 



Gentlemek^ — ^You will remember that a few weeks ago I performed 
an abdominal section— -or ooeliotomy, as my friend Dr. R. P. Harris very 
learnedly and correctly calls it— on a patient who had venereal disease. 
I then promised you that I would make a few remarks upon the risks 
which gynsecologists and obstetricians run in their professional attend- 
ance on such patients. I did not have the time on that occasion ; but 
to-day, as the coeliotomy which I have just performed was an easy one, 
I have more than half an hour at my disposal. So, as this is my last 
lecture, I shall devote the remaining portion of my hour to redeeming 
the promise made to you. 

Wheu I was a student of medicine there was a gentleman in one 
of the classes who, just at the time of graduation, broke out from head 
to foot with an unmistakable syphilitic eruption. On the score of 
immorality he was refused his diploma by the dean of the &culty, 
who at once recognized the character of the disease. This was the first 
intimation the student had received that he had contracted such a dis- 
ease, and he was thunderstruck. He denied positively that he had 
ever had sexual intercourse with any woman, and insisted that the 
dean was in error, but the latter refused to believe him. The student 
then remembered that, while on duty at Deer Island Hospital for Pros- 
titutes, a sore appeared on the index finger of his right hand. As it 
refused to heal, he showed it to the late Professor Joseph Pancoast, who, 
not suspecting its origin, prescribed some simple ointment. It still 
kept running, and he got advice from his professor in surgery, — the late 
Dr. Thomas D. Matter, — and also from other physicians, all of whom 
never suspected its character. After the lapse of weeks it healed up, 
but then his health b^an unaccountably to fail. Finally, at the 
banning of the examinations he broke out with a syphilitic rash. 
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Fortified with these facts^ and armed with affidavits from Professors 
Pancoast and Mutter^ and also from the Deer Island officials, he |>re- 
sented himself again to the dean and was accorded his diploma, but he 
was too disfigured by the eruption to appear on the stage to receive it. 
Now mark the subsequent history of this unfortunate man. He put 
himself on a course of medicine and thought he was cured. He then 
went out West, prospered, and Inarried. To his keen disappointment, 
his wife had a series of abortions and premature labors at from two to 
four months of pregnancy, and he finally put her as well as himself on 
a prolonged course of treatment She now went to term, and they were 
both delighted beyond nieasure to think that they would at last have 
a living child. He himself attended her in her labor ; but, alas I 
a dead child was bom, rotten with syphilis. Springing up from his 
wife's bedside, he rushed up-stairs and in his anguish shot himself 
dead ! I told this tragic story to a class of medical students some 
years ago, after I had exhibited to them a dead syphilitic child which 
I had delivered the evening before. This lecture was published, and 
a few weeks later I received a letter from a distance asking for further 
information about this physician, and stating that his history, up to 
his departure for the West, was analogous to that of the writer's uncle, 
his mother's favorite brother, whose death was to them shrouded in 
much mystery. It was he. 

Here was a bright young man, who, in his desire to increase his 
knowledge, had spent his vacation in a venereal hospital, and had been 
ruined by his devotion to science. It ought to have been a very great 
warning to me. Yet I paid but little heed to such a source of danger 
in my own practice until a stubborn sore appeared on the index finger 
of my right hand. It refused to heal, and I showed it to the late Dr. 
Agnew and to others, who pronounced it to be syphilitic. Professor 
Agnew cauterized it, and put me on a course of mercury, which I bore 
badly. For several weeks I was the most unhappy man in Phila- 
delphia. Finally the sore healed up and I waited anxiously for con- 
stitutional symptoms, but they never appeared. So I suppose the 
diagnosis was an incorrect one. 

Before many months elapsed I met a medical friend of mine who 
was carrying his right hand in a sling. I asked him the reason, and 
he told me that he had an indolent sore on his index finger. ^^Can it 
be syphilitic?" I inquired. " Oh, no !" he replied. " It is a poisoned 
wound." He then told me that he had shown it to the late Dr. 
Richard J. Levis, who corroborated that opinion. Now, Dr. Levis 
was an authority on syphilis, and knew all its tricks and its manners, so 
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from his opiDion there was no appeal. Yet, as the sore refused to heal, 
I kept venturing to suggest a specific source, until my friend finally got 
angry with me. His health now began to fail ; he lost the color of 
health in his face ; he had ill-defined symptoms, and was at last con- 
fined to his room by some obscure lung-trouble, which puzzled his phy- 
sicians. I could stand it no longer, so I entered his bedroom and told 
him I had come to make a " deliverance." I said, " You have syphilis ; 
you had it in your finger ; your constitution is now infected by it ; and 
unless your physician treats you for it, you are a doomed man.'' He 
was somewhat offended, and laughed me to scorn. But a few days 
afterwards a splendid crop of rupia appeared on his forehead. He 
was now put under active treatment, and fortunately got perfectly well, 
but after a long and tedious illness. 

I knew a physician who was an athlete in size and in vigor. Now, 
during our late civil war many of our soldiers got their morals badly 
shaken and came home diseased. This physician attended the wife of 
one of these soldiers in her confinement. Shortly after, an indolent 
sore appeared on one of the fingers of his right hand. It was, as is 
usually the case, unrecognized. Then ill-defined constitutional symp- 
toms set in. Finally he became aphasic and paralytic. A consultant 
now recognized the disease, and by heroic doses of potassium iodide 
saved his life, but that was about all. For years he had to give up his 
practice, and to get about painfully with the aid of two crutches. Now 
he can walk slowly with the aid of a cane, and has lately resumed 
merely his ofBce-work. 

I had a medical friend in this city who rejoiced in a handsome 
beard, thick eyebrows and long eyelashes. In an obstetric case he be- 
came infected, and lost every vestige of hair from the crown of his 
head to the sole of his feet. For months his life was in danger, but 
ultimately he did succeed, after a desperate battle, in eradicating the 
poison from his system. His hair and health returned, and he is now 
the father of several healthy children. 

Not very many years ago a lady physician whom I knew wounded 
herself while performing some surgical operation on a syphilitic patient. 
She became infected and was never able to eradicate the disease from 
her system. It finally destroyed her life. 

Shortly after the death of this lady I had a woman in this hospital 
who was saturated with the poison of syphilis, — fairly rotten with it. 
She had a very offensive ozeena, a syphilitic sore throat, nodes on her 
bones, osteocopic pains, albuminuria, and a rapidly-growing ovarian 
tumor. She was in very bad health, and it was a bad case to touch, 
Vol. 1. Ser. 8.— 18 
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but it was necessary to interfere. The operation was complicated 
by very extensive adhesions^ and she lingered on for a few days, dying 
from sheer exhaustion. While sewing up the abdominal incision, to 
my dismay I ran a needle into my finger. Not wishing to suck out 
any virus that might have entered the needle-track, I squeezed the blood 
out of the wound and put the.finger into a one to five hundred bichloride 
solution, where I kept it for some time, occasionally giving it a squeeze 
while it was immersed. I am sure that I ran some danger of infection, 
and I was alarmed. For some time afterwards I looked at my finger 
many times every day, and imagined that I felt pain in it. I even 
thought that the axillary glands were enlarged, but it was only my 
morbid imagination. 

You see that in all these cases the sore is ectopic, — that is to say, it 
is out of its usual habitat, — and for that reason it is not recognized, 
even by skilled physicians, until the whole system is infected and 
salient and unmistakable constitutional symptoms arise. Then, unfor* 
tunately, the disease has got the start. 

To illustrate this point, let me give you a historj'. A few years ago 
an uncommonly good-looking lady, with a fine head of hair, thick eye- 
brows, and long eyelashes, was under my treatment off and on for sev- 
eral years for a retroversion of the womb and some local congestion. 
I had not seen her for a number of months, when she came in one day 
to have me see whether her pessary was in place. I remarked that 
she was not looking well, and told her so. She said, " I have an ulcer 
in my left tonsil, and Dr. Agnew is treating me for what he calls sewer- 
gas poisoning. The plumbing in our house is out of order, and my 
husband and I have gone to a hotel so as to have new plumbing put in.'' 
I looked at the sore. It was ugly enough, and quite livid all around. 
As she got no better. Dr. Agnew referred her to one of our best special- 
ists for the throat. He began to treat her for the sore, very naturally 
taking his cue from Dr. Agnew as to its origin from the sewer-gas. 
She came again to see me al)out her pessary, and I looked at her throat 
again. Now, I did not and do not know, by any manner of means, as 
much about syphilis as Dr. Agnew did, nor had I Dr. Levis's large 
experience in the treatment of syphilitic diseases, but I could never 
forget the sore on my index finger, for a burnt child dreads the fire, 
and I had syphilis on the brain. So, with many apologies for the 
liberty, I wrote a note to the throat specialist suggesting that the sore 
tonsil might be due to syphilis. He very courteously replied that he 
did not think so. But very soon the characteristic eruption appeared 
all over her body, and then she had a desperate fight with the disease. 
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She lost a fine head of hair, all her eyelashes and eyebrows. Even the 
hair on the pubes disappeared. She had syphilitic iritis, and her whole 
appearance changed to such a degree that some of her relatives did not 
recognize her on the street. Her beauty wholly disappeared, and was 
replaced by that syphilitic mask which cannot be described, but which, 
when once seen, can never be forgotten. ' The nearest approach to it is 
the livid appearance of a person who has been disfigured by small-pox, 
but who is standing at such a distance from you that you cannot distin- 
guish the pits on his face. By heroic doses of potassium iodide and by 
a prolonged course of mercury the disease was finally controlled. Her 
hair came back, but not her beauty. Her eyes are still somewhat 
bleared, and her complexion is coarse. She reminded me of a ship 
which, after encountering a great storm, gets safely to port, but in a 
crippled condition. 

Many years ago, when I was at the Preston Retreat, a woman came 
there for confinement. She bad a narrow pelvis, contracted in its 
antero-posterior diameter. I had applied the forceps, for there was a 
prolapse of the cord, as is often the case in narrow pelves, and she was 
with difficulty delivered, but not of a living child. About six years 
afterwards she reappeared and asked to be readmitted, as she was preg- 
nant. When she went into labor I found her vulva and buttocks one 
vast stinking specific ulcer. The forceps, I knew, would have to be 
applied. I would have given one hundred dollars to be out of 
the scrape, but there was no help for it We did not in those days 
know the virtues of mercuric bichloride. So I covered my left hand 
with carbolated vaseline and used only that hand to put in both blades 
of the forceps. Just as soon as I locked the blades I washed that hand 
most thoroughly. If I remember correctly, a puny child was bom 
alive, but within a few days afterwards the characteristic nasal catarrh 
appeared and it probably died. I do not know its history, because its 
mother became so offensive from her sores that I brilied her to leave 
the institution. Such cases every one of you is liable to meet with in 
your professional work, and you must be on your guard against being 
infected. 

A few years ago we had a woman in our ward-class whom every 
member of the class examined, and I rei>eatedly, so as to coach the 
students. After we had got through, she said, " Doctor, I have a sore 
on my privates which I wish you to examine." On lifting up the sheet 
I discovered on one labium a large venereal sore. When I showed it to 
the class there was a good deal of excitement. Some turned pale, one 
was nauseated, and there was a great washing and scrubbing of hands. 
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All of US felt very uneasy^ I among the rest, and we all examined our 
index fingers to see whether any abrasion or hanging nail existed. 
Fortunately, none of us were infected, but you pee the danger was 
great. Now, every year there are analogous cases by which the health 
of physicians is ruined and their life indeed destroyed. This infection 
usually occurs in obstetric operations, for if any difficulty in delivery 
arises one has to put one's fingers repeatedly into the vagina, and they 
are often kept more or less sodden by the secretions. Then, the sore on 
tlie finger being ectopic, or out of its ordinary and natural place, it is 
not recognized until the disease has become established. 

Here is another instance of ectopic infection. Cracked nipples are 
common in wet-nurses, and they are not readily cured so long as they 
nurse. Now, a wet-nurse may have her nipple infected through giving 
the breast to a child which has congenital syphilis. The physician 
may mistake the lesion for an ordinaiy sore nipple, and so treat it 
until the woman's system has become infected by the disease. Such 
cases have repeatedly happened, and have been the grounds for a law- 
suit against the parents of the child, but I do not think that a physician 
has ever been prosecuted for making so natural a mistake. 

Another danger which a physician incurs is that from gonorrhoea! 
poison. Physicians have lost an eye by a stray drop when syringing 
out the eyes of children aflTected with gonorrhoeal ophthalmia. I have 
personally Iqiown two such cases. One of them was that of a distin- 
guished lady physician, one of the pioneers of the female medical pro- 
fession. From this Cause I have had several very narrow escapes while 
syringing out infants' eyes. Fortunately now, since the profession have 
universally adopted antisepsis in midwifery, gonorrhoeal ophthalmia in 
infants is being almost wholly stamped out. Before tlie days of anti- 
sepsis I met with repeated cases ; in two of them the infant wholly 
lost its sight, and our asylums for the blind were largely peopled by 
them. 

In to-day's talk to you about ectopic venereal sores, and the risks 
which we, as practitioners, run of becoming infected by our patients, I 
have tried not to frighten you away from performing your duty, but to 
put you all on your guard. Perhaps I ought also to add that my own 
personal experience — that sore on my index finger which embittered my 
life for many weeks — made a very great impression on me, an impres- 
sion which would tend to make me magnify rather than minimize the 
dangers of such infection. 
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Gentlemen, — As a preliminary to the operations I propose to do 
before you to-day, I bring three patients upon whom operations have 
been recently done for diseased conditions within the abdominal cavity. 
These patients were operated upon the same afternoon, and in the de- 
tails of the operation, in the conditions demanding the procedure, and 
in the convalescence, matters are presented of interest and importance. 

Case I. — ^The first patient is a woman twenty-five years of age ; the 
menses appeared at eleven and a half years, were regular and painless. 
She married at thirteen years, and at fourteen and a half years gave 
birth to her first child, which is now living and healthy. She mis- 
carried a year or so later at three months. Her last child was bom 
when she was seventeen years old, and from its birth her present 
trouble b^an. She had intermittent severe pains in the uterus for two 
or three months following childbirth. Menstruation was regular as to 
time, but very profuse and prolonged. The uterus and right ovary were 
sore and painful. Coition gave great pain, and she continually suffered 
from a tired, draggy feeling. Her stomach was irritable, she had fre- 
quent headache, her bowels were constipated, and she suffered fh)m 
internal hemorrhoids, which were large and painful. Upon examina- 
tion the uterus was found tilted back, the fundus in the posterior cul- 
de-sac, and the os directed forward. A mass was felt at the right side 
of the uterus, which presented but slight movability and was quite 
painful. There was thickening, also, of the left broad ligament This 
patient underwent an operation on the 8th of the present month. Her 
history would indicate that she had an extension of inflammation to the 
pelvic organs as a result of sepsis, this attack of sepsis keeping her 
in bed for nearly two months subsequent to her delivery. It is not 
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impossible that the sepsis has arisen as a result of gonorrhoeal infectioD 
which was present in the uterus during her pregnancy. The distress 
and pain in the pelvis, aggravated by the marital relation, incapaci- 
tated her for a useful life. She was, however, extremely desirous that 
her opportunities for child-bearing should not be destroyed, so that in 
performing the operation I was anxious, if possible, to escape with 
the removal of the appendages upon one side. 

In opening the abdomen, however, and finding that the mass upon 
the right side involved ovary and tube, and that upon the left side 
the tube was completely occluded by inflammatory action, the absolute 
impossibility of restoring the function should the organs be left was 
demonstrated, and the diseased condition present would probably render 
imminent the necessity for a second operation in the near fixture. For 
this reason both organs were removed. Her convalescence was not 
attended by any eventful symptoms, the temperature never having 
exceeded 100° F., which was as satisfactory as we could expect in a 
general hospital. 

Case II. — The next patient I bring before you is a woman also 
twenty-five years of age, who was quite healthy in her early life. She 
has been married some three years. She gives a history of having had 
some three abortions ; she has also had chancres, a suppurating bubo, 
and severe attacks of gonorrhoea. The present trouble was brought 
on by a criminal abortion. She suffered fi'om pain, fainting-spells, and 
considerable elevation of temperature ; pain has been marked in the 
left side of the pelvis, and she complains now of continuous aching 
there. Upon examination a mass can be felt posterior to the uterus. 
The pelvis is filled up ; the uterus is more or less surrounded by exuda- 
tion, and upon pressure indicates the presence of fluid. This condition 
is that which was formerly described as cellulitis or parametritis, a con- 
dition which we now recognize to be due entirely to the inflammatory 
exudation about the diseased tubes; in other words, a condition of 
perisalpingitis. 

In performing the operation, it was found that the adhesions were 
quite extensive, that the mass upon the left side was as large as an 
orange, being a thin-walled sac filled with pus, which, in spite of care- 
ful efforts at enucleation, ruptured under the hand. Pus, however, 
was quickly sponged out, a wall of sponge having been previously ap- 
plied over the intestines to prevent their soiling through such an exuda- 
tion. The sacs were carefully peeled out, and both ovaries and tubes 
removed. The pelvis was thoroughly cleaned, packed with sponges, 
and the sutures then introduced. Finding, however, before tying tiie 
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sutnres, that there was still some oozing, a glass drainage-tube was 
inserted, and it is owing to the infection of the track of this that we 
have had some suppuration above the rectus muscle. 

The patient has not had a high temperature during the progress 
of the convalescence, but the recovery has been delayed by this exuda- 
tion. The opening, however, has nearly healed, and is granulating as 
rapidly as we could expect. In such patients, instead of the glass 
drainage-tube, I prefer the method of drainage recommended by Mik- 
ulicz, which consists in the introduction of a gauze bag to the bottom 
of the pelvis, which may be packed with gauze. In this way pressure 
is exercised upon the surface, capillary drainage is effected, large quan- 
tities of fluid may be removed, and yet the patient will experience no 
inconvenience, and will not run the gauntlet of dangers from infection 
which necessarily results from the use of the open drainage-tube in the 
wound with the patient in the ward of a large hospital. In this 
patient the condition was, without doubt, one resulting from the exten- 
sion of gonorrhoea through the uterus to the tubes and ovaries. 

Case III. — The third patient is a woman who underwent oper- 
ation the same day as the previous cases. She is thirty-two years of 
age ; menstruated first at seventeen years ; she has never been r^ular, 
going sometimes five and six weeks, and then the flow lasting only for 
a day. She suffers from considerable dysmenorrhoea ; pain occurs just 
before the flow. She is a woman who has worked quite hard. Some 
four months ago she had her sickness, and ever since there has been a 
slight blood-flow. Pain was constant in the right ovarian region. 
During the last four months, she has not, however, had as much pain 
with the flow as formerly. Upon examination it was found that her 
uterus was retroverted, and that the ovaries were prolapsed, resting 
behind the uterus and more or less pressed upon by it. This condition 
of itself would be sufficient to bring about pain and discomfort, the 
congestion of the ovaries resulting from locally induced and increased 
congestion of the uterine mucosa, leading to bleeding. Upon vaginal 
examination by the speculum it was found that the cervix was abraded, 
the OS showing evidence of endometritis. The mucous membrane 
itself had undergone thickening and abrasion, points of thickening 
having resulted more than likely in the formation of small mucous 
polypi, and these kept up the irritation and the tendency to bleeding.. 

As a preliminary step in the treatment of the patient, we dilated 
the uterus, curetted its cavity, washed it out, and packed the organ 
with iodoform gauze. This treatment by gauze serves to keep the 
inflamed surfaces apart, has a marked influence upon the tissues by 
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pressure, and through its capillary action effects thorough drainage. 
'The uterus, however, was retroverted and resting backward upon the 
ovaries ; we could without much difficulty replace the uterus, but it 
was difficult to maintain it in tiie replaced position by the use of the 
pessary, for the reason that this instrument would press upon the 
inflamed ovaries, increasing the discomfort of the patient. In such 
cases I have not infrequently seen an ovary slip down behind the bar 
of the pessary, and the patient caught in some attitude of the body 
and be unable to change her position as a result of the pressure. So 
for this reason we could not hope by ordinary means to remedy the 
distress of the patient. We then opened the abdomen, raised up the 
uterus, brought forward the ovaries and tubes, and by a suture intro- 
duced in the broad ligament at the end of the tube fastened this struct- 
ure to the anterior peritoneum near the point of exit of the round 
ligament. This was done upon each side of the abdomen, and then 
the uterus fixed to the abdominal parietes by the introduction of the 
last two sutures through the fundus. In fact, this uterine fixation was 
practised in all three of the patients operated upon in one day. It may 
be of interest to know, also, that in all these patients the operation was 
done with the patient in what is known as the Trendelenburg posture. 
In addition to showing you these cases and thus impressing upon you 
the necessity of operation in a similar class of patients, I have brought 
them before you for the purpose of demonstrating the proper appo- 
sition of the wound-surfaces in closing. 

Case IV. — I propose to bring before you another patient, a woman 
who underwent an abdominal operation some three years ago for an 
extra-uterine pregnancy. The woman is twenty-nine years of age and 
fleshy. She recovered from the operation without unpleasant symp- 
toms. Nine months later she noticed a small lump in the line of 
the incision. This increased in size and was painless. She was 
delivered of a child thirteen months ago, and she has not noticed 
that the tumor has increased very much in size. It is now about the 
size of a cocoanut. Examination of the surface shows that at several 
points there are intestinal adhesions, so that when the hernia is 
pushed back these points are irreducible. The general health of the 
patient is quite good, and she comes before us willing to submit to a 
second operation with a view to the relief of this condition. It is 
important always, in performing abdominal operations, particularly 
to close the wound so as to preclude, if possible, such an occurrence 
as this. In making this statement, I do not by any means censure 
the method of operating in this particular case, for I am painfully 
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aware that, exercise every precaution we may, instances will occasion- 
ally occur in the progress of the convalescence, or complications in 
the operation itself, which will render us unable to effect completely 
the union of the wound we desire. No one is justified in condemniug 
the method of procedure in a case which comes under his observation, 
when he is unaware of the complications that may have arisen during 
convalescence, and is also aware that he has had similar conditions him- 
self. Such accidents, however, do not preclude the necessity of exer- 
cising every precaution we can to prevent their occurrence. Frequently 
the diflSculty may be obviated by exercising proper care in the closing 
of the wound and remembering that the aponeurosis is the most im- 
portant structure in maintaining the permanent closure of the abdom- 
inal wound. 

TECHNIQUE OP ABDOMINAL OPERATIONS. 

As this is the first time I have had an opportunity to appear before 
you for the performance of an abdominal operation, it seems important 
that I should say something of the technique of the procedure, and 
impress upon your minds the importance of exercising every precau- 
tion to prevent the introduction of pathological material into the wound, 
accidents which will, of necessity, influence the subsequent convales- 
cence of the patient In preparing for the operation, then, we are par- 
ticularly careful with regard to the preparation of the patient. We 
will have her given, two days before ihe operation, a brisk cathartic, to 
remove from the alimentary canal material which through its walls 
might lead to infection of the abdominal cavity. We have the abdomen 
of the patient thoroughly cleansed, the hair from the pubes and geni- 
tals shaved, the abdomen washed with soap and hot water, using the 
flesh-brush freely, afterwards with a sublimate solution, and then a pad, 
wet with the latter, placed over the abdomen and kept in place until 
we are ready for the operation. The operator and his assistants should 
thoroughly scrub their hands and arms ; coats should be removed, the 
arms bared to the elbow ; after thoroughly cleansing with soap and hot 
water, wash with a one to one-thousand acid sublimate solution, then 
bathe with alcohol. The operator places a linen coat or gown or steril- 
ized sheet over his clothing, so that nothing is likely to come in con- 
tact with the wound from his person.' The instruments have been 
sterilized by heat in the steam sterilizer, placed in clean trays, and 
covered with hot sterilized water. The importance of these precautions 
cannot but be appreciated when we remember that the peritoneum is a 
large, active, absorbent surfi^^e, which also has the function of secreting 
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fluid. Any disturbance of its function by the presence of septic ma- 
terial may lead to transudation of fluid^ which acts as an excellent 
culture-medium, and the subsequent absorption of the ptomaines re- 
sulting from sepsis will lead to high temperature and all the symptoms 
of blood-poisoning. For cleansing the hands I know of no better 
agent than the ethereal tincture of soap made by Mr. Johnson, the 
chief of the male wards of this hospital. This material dissolves off 
the fatty substance of the skin and promotes thorough cleansing. In 
preparation for an operation the sponges afford a source of great care 
and anxiety. They should be prepared by taking proper sponges, 
placing in a towel, beating them with a cane until the dust and sand 
are loosened, then placing them in a solution of muriatic acid (one to 
sixty), allowing them to remain in this fh)m twelve to twenty-four 
hours, so as to dissolve out the lime salts. The sponges are then placed 
in a solution of hyposulphite of soda, one pound to the gallon of water, 
to which is added an ounce of muriatic acid. This leads to a double 
decomposition, in which sulphur and sulphurous acid are set free, by 
which the sponges are bleached and all foreign materials burnt out of 
them. They should not be permitted to remain in this solution, how- 
ever, longer than ten minutes, as otherwise their fibre will be injured. 
They are then washed until the sulphur is entirely removed from them, 
after which they are placed in a five-per-cent. solution of carbolic acid, 
which should be changed at least every two weeks. 

Having the patient properly anaesthetized, she is now brought be- 
fore you, the abdomen exposed, the upper part of the body covered 
with a sterilized sheet, another sheet over the lower part, and sterilized 
towels pinned between these, leaving exposed only the narrow space 
through which the abdominal incision is to be made. This surface is 
brushed over with a solution of iodoform in ether. As we have here 
a large pendulous mass forming the sac of the hernia, and adhesions 
can be distinctly felt within it, we make our incision at the lower 
portion, in order not to injure any portion of the adherent viscera. 

In opening into the sac, I will ask my assistant. Dr. Fisher, to hold 
up the tissue on one side, and I will hold it up on the other and cut 
through this fold with a knife. In so doing I find, by my fingers di- 
rected into the hernia, that I have not injured its contents. I now peel 
off the omentum, finding the entire adhesions to be omental rather than 
intestinal, although a knuckle of the intestine has pushed into the sac. 
Having torn off the omentum around the entire surface of the sac, and 
pushed it back, it is held in place by sponges and cheese-cloth pads ; 
we now split up the sac to the upper border of the ring. The ragged 
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peritoneum is then cut through down to the ring and the muscular ring 
itaelf split, forming in this way two flaps. Before closing the wound, 
we examine the condition of the omentum, and it is fortunate that we 
do so, for, in addition to the slight bleeding which takes place from the 
adhesions, we find a number of openings through it into which coils 
of intestine might pass and a severe obstruction of the intestine take 
place. 

Such cases have resulted not infrequently in the death of the 
patient, with symptoms of intestinal obstruction. The posterior flap 
and peritoneum are brought together by a row of silk-worm-gut su- 
tures ; a second row is then introduced to the outer flap and the aponeu- 
rosis. After tying these two rows of sutures, and sponging out the 
cavity thoroughly, we take a third row of sutures in the skin. Before 
introducing these, however, we cut away a portion of the peuduloua 
tissue, which is made up only of skin ; a thin layer of connective tissue 
and peritoneum is cut away as being useless, and diflBcult also to bring 
over the wound. In this way I am sure we have the ventrum so rein- 
forced that it is improbable that a subsequent hernia can result The 
wound is carefully washed off^, dried, dusted with aristol, covered with 
iodoform gauze, and over this a layer of aseptic gauze, all held in place 
by strips of plaster on each side, to which tapes are attached and these 
tied together over the dressing. It is then finally fixed by means of 
a bandage. No anodyne will be given if we can possibly avoid it 
The patient will be kept quietly in bed ; nothing given by the mouth 
until her stomach is quiet If she complains of thirst, injections of 
water will slowly be thrown into the bowel. The dressing will not be 
disturbed for over a week, and then the sutures will be removed. If 
there is any abdominal distention, turpentine enemata will be given, 
and these followed not later than the second day by the use of salines. 

Case V. — The next patient I bring l)efore you is a woman forty-five 
years of age. She is married and has had six children. She has been 
healthy, and menstruation undisturbed, until about six months ago she 
noticed that there was an enlargement on the right side of the abdomen, 
low down ; the tumor was hard and smooth. Three months later she 
had a heavy feeling in the abdomen, with dragging sensation, and the 
abdomen has begun to increase in size uniformly. Shortness of breath 
followed ; the last five or six days vomiting has been very free. She 
suffers from pain all over the abdomen ; fluctuation is distinct and is quite 
dense and very ftdl. She was brought to the hospital supposing that 
the condition was a fibroid tumor, which has given rise to ascites. It 
should be remembered, however, that similar conditions may be induced 
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by other growths. Thus, we may have malignant disease of the omen- 
tum, growths of the ovary, as well as of the uterus, disease of the 
kidney, of the liver, and of the intestines, which may give rise to 
ascites. The patient was brought in partially under the influence of 
an anaesthetic, and was found to be so cyanosed that her skin was 
perfectly black : respiration was exceedingly feeble, and it was found 
necessary to proceed at once to incision of the abdomen in order to 
save her from immediate death. An incision was quickly made, edi- 
ting directly through the abdominal walls to the length of an inch and 
a half, until the peritoneal cavity was reached. There was a gush of 
bloody fluid, and the flow of this was promoted by introducing two 
fingers into the wound and separating them so that the intestines ooidd 
be held back. Some five gallons of fluid were emptied out in this way, 
and the patient improved in appearance as the fluid was withdrawn. 
She was given hypodermic injections of strychnine and of atropine, 
while inhalations of nitrite of amyl were also administered. 

As the fluid flowed away, the supposed fibroid tumor proved to 
be a malignant mass which had originated from the omentum. The 
entire abdominal cavity was studded with masses of malignant dis- 
ease, and the rapid effiision which had taken place and was so bloody 
in character was more than likely due to the obstruction of the portal 
circulation. The feet that she had had considerable vomiting for the 
last four or five days led to the supposition that there was more or less 
complete compression or obstruction of the intestine, so that with such 
a group of symptoms the outlook for the patient was an exceedingly 
unfavorable one, and it was decided to do nothing more than empty 
the cavity. A large quantity of fluid still remained, however, that 
could not be emptied by compression. Drainage was therefore indi- 
cated. This was preferably exercised by means of the gauze drain 
rather than the glass, as it was felt that the glass drain introduced 
into the abdomen would be likely to irritate the malignant mass and 
increase the tendency to hemorrhage. A gauze drain was intro- 
duced in the lower angle of the wound, and one suture inserted above 
in order to keep the wound from gaping. It was felt that the gauze 
drain would be amply sufficient to accomplish the emptying of the 
cavity. 

In considering this case, gentlemen, I wish it to be an object-lesson 
which will impress upon you the importance of being careful not to 
commit yourselves to a diagnosis in any condition in which the physical 
signs are obscure. As we have already said, such a condition of afiairs 
may arise from a number of diseased conditions. This patient is be- 
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yond hope, other than a simple palliation of her present distressing 
symptoms. 

Note. — Hypodermic injections of strychnine were repeated, one- 
twentieth of a grain, every two hours during the night. The asphyxia 
became less marked and breathing more easy and the patient more com- 
fortable. The drainage through the gauze was very free. The atten- 
tion of the attendants was called to the fact that fluid was dropping on 
the floor, and it was found that the drainage from the gauze had led to 
fluid soaking through the dressing and passing through the entire 
mattress. The afternoon of the second day the patient was found in a 
much more comfortable condition, and there had been no vomiting. 
The abdomen was flat ; slight tympanites in the early part of the day 
was relieved by turpentine enemata. While the outlook for the patient 
is bad, yet her present condition is fSur better than could have been 
expected. 
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Gentlemen, — It 13 often said that a large amphitheatre like this 
is no place to teach abdominal section. It is said that operations^ and 
particularly abdominal sections, should be done before small private 
classes. It is of couree necessary, before becoming laparotomists, that 
each of you must be present at a number of private operations, and 
should act the part of an assistant at private operations many times. 
Now, this is as true as the gospel, but no more true than that, before 
you can reap full benefit from private operations, either as spectators 
or assistants, you must at the general clinic learn your A, B, C of 
abdominal surgery. The best way to learn a language is to be about 
where it is spoken by natives, and pick up almost unconsciously the 
pronunciation, words, and expressions at the same time or even before 
an attempt is made to master the grammar. By giving all of you a 
chance to witness all of the abdominal sections available, I cannot 
teach you from the first to ojierate, but can show you both simple and 
complicated cases, discuss them carefully, and make you familiar with 
the subject in a practical way ; after that you will be better able to 
understand what you should do and learn how to do it when you are 
called upon to assist. You are not exactly learning to operate, but you 
are finding out that a laparotomy on the human being is not usually a 
simple process, divorced from all danger ; that few cases are uncom- 
plicated ; that no two cases are alike, and none exactly like the text- 
book description ; that the finding of the parts, the severance of ad- 
hesions, the checking of hemorrhage, the protection of the awful and 
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mysterious alxlomiDal cavity, often present almost insurmountable diffi- 
culties. You will also learn that while the abdominal cavity is the 
most dangerous place for tlie beginner to work, it is the most satisfac- 
tory place for one who has learned to understand ami comprehend it. 

UTERINE FIBROIDS WITH PYOSALPINX. 

Our first case, on January 6, was Miss D., upon whom we per- 
formed abdominal hysterectomy, and almost scored a failura There 
was a double pyosalpinx and development of uterine fibroids under 
the broad and sacro-uterine ligaments and against the bladder. The 
broad ligaments, even after the adhesions had been separated, were 
rigid and had to be ligated at the sides of the pelvis with the uterus 
in sitiu The peritoneum had to be incised all around the growth be- 
fore and behind the uterus, and the mass enucleated from the pelvic 
connective tissue in the face of profuse hemorrhage, which kept up even 
after an elastic ligature had been thrown around the cervix. After 
cutting off the tumors, which were the size of a large child's head, we 
ligated the stump, opened into the vagina between the cervix and blad- 
der, and turned it down out of the peritoneal cavity. We then packed 
the bleeding pelvic connective tissue with a strip of iodoform gauze 
aud brought the end out over the stump into the vagina so as to drain 
into that viscus. The peritoneal edges were then sewed together over 
the gauze so as to separate it from the peritoneal cavity. As a last and 
most essential act we flushed the pelvic and lower abdominal cavity 
with several quarts of hot water, which had been boiled, in order to 
remove the debris. In two days I removed the gauze by traction 
through the vagina, and the patient has recovered so as to be able to 
sit up now without a symptom referable to the abdominal cavity. The 
abdominal incision was open two hours, the quantity of blood lost 
was great, and the disorganization of the pelvic tissues most exten- 
sive. 

What did we do to save the patient from the death that formerly 
accompanied such operations? We did many things that were for- 
merly not done. We first protected the intestines by a flat s|>onge fixed 
to the peritoneal edges by hsemostatic forceps, and scarcely touched the 
intestines during the whole operation. We also sutured off the peri- 
toneal cavity from the oozing surface. Then, instead of leaving this 
oozing connective tissue to take care of itself, we drained it by iodo- 
form gauze brought out into the vagina. We also carefully avoided 
rubbing the epithelium from the intestines while sponging the blood 
from the pelvis. We used running water instead of rubbing sponges, 
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to remove shreds and clots. In other words, we observed that careful 
attention to detail that distinguishes the modern laparotomist from the 
older class, of general surgeons. 

OVARIAN TUMOR WITH UTERINE FIBROID. 

The next case, Mrs. G., had an ovarian tumor on the left side, 
about the size of a fist, so firmly adherent in the pelvis that its enucle- 
ation tore the peritoneum from the sacro-uterine ligament and posterior 
surface of the broad ligament and caused considerable hemorrhage. 
The appendages on the right side were also firmly adherent. After 
separating these I lift;ed up the fundus uteri and found a pedunculated 
uterine fibroid the size of the thumb, and removed it. 

A glass drainage-tube was put in the recto-uterine peritoneal pouchy 
or cul-de-sac, and made to project at the lower end of the incision. On 
this end was fitted a piece of rubber-dam, the same as is fitted by the 
dentist over a tooth that is to be filled. After draining out the blood 
by means of a small rubber-tube attached to a small glass piston-syringe, 
we passed a thin strip of iodoform gauze to the bottom, put some pack- 
ing of gauze and absorbent cotton over the end of the tube, and folded 
the rubber carefully around. Over all this absorbent cotton dressings 
were placed. Thus the tube was quite perfectly protected from the 
entrance of germs. The fluid was drawn from the tube every hour 
until less than a drachm was found, then every two hours until the 
fluid either liecame amber-colored, or until the bloody discharge was 
reduced to a few drops, when the tube was taken out and the stitch 
tightened, — viz., at the end of thirty-six hours. 

One fortunate thing we noticed in separating the adhesions was that 
the bleeding was all capillary and venous. Tiie spermatic artery runs 
under the infundibulo-pelvic ligament, and is usually protected by it 
from injury. The only other artery that is liable to give trouble during 
such enucleation is the branch that runs under the Fallopian tube 
and which is protected by the tube. Arteries are found in the con- 
nective tissue of the sacro-uterine ligaments, but are so low as to be 
seldom torn. Right here, however, I must caution you that when 
omentum and intestines are adherent, new arteries are brought within 
the field of action, and we may not tear the parts asunder with such 
unconcern. 

During the enucleation the cyst burst, an accident which in this 
case did no harm, but in case of a possible pyosalpinx should be care- 
fully guarded against. Very old and firm adhesions usually tear into 
the softer tissues when being separated, whether the tissues involved be 
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the bowely bladder^ a pus-sac, or a cyst. In such cases we must enlarge 
our incision, bring the parts well into view, and 8e|>arate the adherent 
surfaces either with a knife-handle, scissors, or knife-blade. The ped- 
icle of the fibroid was, as you will remember, too short for ordinary 
ligaturing, so I tied it, then cut around it on the tumor alx>ut half, an 
inch from the haae and enucleated it from its severed capsule. I then 
took another turn with the ligature and left enough of the capsule to 
keep it from slipping off. 

OVARIAN CYSTOMA DEVELOPED IN THE BROAD LIGAMENT. 

The case just now operated upon, Mrs. Johanna 8., gave us this 
ovarian multilocular cystoma of the broad ligament, containing three 
quarts of fluid. It was developed deep in the pelvis, between the lay- 
ers of the broad ligament, and could not be drawn up to fonn a pedicle, 
yet was treated in a manner quite safe for the patient We cut its 
peritoneal covering all around a few inches above the uterus and pelvic 
brim, and enucleated the inner secreting wall from its bed. The hemor- 
rhage due to tearing of the veins of the broad ligament was controlled 
by sponge packing, while with catgut we stitched the sac that was left 
to the lower angle of the wound. This separated it from the peritoneal 
cavity, which had been protected by flat sponges, and had suffered no 
injur)'. We then removed the sponges, and |)acked th^ oozing tumor- 
bed full of iodoform gauze, with the ends brought out The peritoneal 
cavity was then closed. From one-third to one-fourth of the packing 
will be removed each day, and the cavity will undoubtedly close rapidly 
around it without suppuration. 

Thus you see each of these cases has presented difficulties of its 
own, yet our present advanced knowledge of peritoneal surgery has 
enabled us to successfully adapt our methods to each. In fact we 
are all learning to imitate Lawson Tait's successes. The secrets of 
abdominal surgery are fast becoming generally known. 

GONORRHCEAL PYOSALPINX. 

Both of these two patients have incurable diseases of the uterine 
appendages, due to gonorrhoeal infection, one of recent origin and the 
Qther of many months' standing. 

The patient now upon the table, Mrs. T., age thirty years, was 
infected by her husband ten weeks ago. Her temi>erature at each 
monthly period rises quite high, it having reached 104° F. at the last 
priod, about ten days ago. Between the periods it ranges from 99° 
F. to 100° F. She sits up but little, and is not much benefited by 
Vol. I. Ser. 8.— 19 
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treatment. Behind tlie uterus,- and extending laterally, is a hard, 
irregular, tender mass fixing the uterus in the pelvis. A muco- 
purulent discharge comes from the softened, deeply-colored cervix. 

I make a median incision three inches long over the pubes, explore 
with two fingers, and find the pelvis full of solid tissue, with tlie 
uterus tipped back over and adherent to it. Gretting the uterus 
partly separated, I find the right thickened tube and enlarged ovary 
adherent in the recto-uterine cul-de-sac. They finally come up into 
view, but the fimbriated extremity of the tube, which is soft and eochy- 
motic, has burst and lost its contents. The tube is the size of the 
thumb. In ligaturing I divide the thickened pedicle in two parts at 
the uterine horn, and draw the silk thread very tight before cutting off 
the diseased parts. I am also cauterizing the end of the tube left in the 
stump with strong carbolic acid, in order to avoid subsequent infection 
of the peritoneal cavity. 

The left tube is long and thickened and makes a turn on itself so 
as to cling to the posterior surface of the uterus by its fimbriated ex- 
tremity, a rare form of displacement. In liberating the enlarged ovary 
I have torn into the left broad ligament, but the oozing, although quite 
considerable, is only venous and capillary, and will be rapidly dimin- 
ished by our sponge pressure. I ligate this side in the same way as 
the other, but am, as you see, attaching the stumps by fine silk threads 
to the peritoneum and muscle on either side of the lower end of the 
incision. This for a double purpose, — viz., prevention of a return of 
the retroversion and to keep the stumps within reach in case they 
should undergo septic changes. It adds greatly to the safety of the 
operation. 

Now let us clean up. Through this funnel and rubber tube with 
its glass point, fully one-third of an inch in diameter, and carried down 
to the bottom of the pelvis, we will keep the nurse pouring pitcherful 
after pitcherful of hot water. It comes out in small torrents as clean 
as it goes in. But we must remember that the pelvic cavity is infected, 
and we must wash and wash until the last impalpable microbe has been 
carried away in the freshet. Having used several five gallon cans, I 
think we may stop and sew up. T shall leave this glass drainage-tube, 
however, as the patient's chances will be better by having the bloody 
serum, that must gather in the pelvis, drawn off. 

Thus you see how rapidly may the gonorrhoea! poison travel through 
the genital tract of women and dangerously disorganize the pelvic 
peritoneum. 

The patient now being anaesthetized, Mrs. S., age twenty-two, is one 
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whom I have been treating for Beveral months at my office for endome- 
tritis and a tumor-like mass, the size of a hen's egg, behind and to the 
right of the uterus. Moderate dilation of the cervix, with the applica- 
tion of mild disinfectants to the uterine cavity, such as a fifteen-per- 
cent, solution of ichthyol in glycerin or a weakened tincture of iodine, 
and glycerin wool tampons in the vagina, have helped her, but have 
not prevented occasional mild attacks of localized jieritonitis. The 
history is one of ad attack of pelvic inflammation following an acute 
vaginitis, al)out a year ago. Knowing that the condition is a septic 
one, I suspect gonorrhoea as a cause. The other chief cause of such 
a condition — puer|)eral septicsema following childbirth or abortion — has 
been excluded. 

Having opened the peritoneal cavity as in the other case, I come 
upon a soft mass, adherent, at the bottom of the pelvis, to the pos- 
terior surface of the right broad ligament. As the Fallopian tube 
loosens up I find it the size of a man's thumb. The ovary, which 
constitutes the remainder of the mass, shells out of its bed and comes 
up with the tube. Two or three little cysts have burst and some pus 
can be seen to be exuding from the open, but thickened and contracted, 
fimbriated end of the broad ligament. Now we have the explanatioa 
of the attacks of pelvic peritonitis. Whenever the pus in the tube 
could not discharge freely through the uterine end a few dro|)s have 
been forced out of the fimbriated end upon the diseased ovarj*. The 
ovary has already become infected, and some of the cysts next to the 
tube contain pas.^ 

I have carefully jmcked the pelvis with sponges to catch this 'pus, 
and as I cut off the diseased parts, I cauterize the stump with strong 
carbolic acid. The other ovary and tube are not thus affected, and as 
the i^atient has forbidden me to remove both ovaries, I merely ])uncture 
the cysts in the left ovary, inject a drop of tincture of iodine in each, 
and press out the excess. In about two months I will dilate the cer- 
vix, drain the uterus, and endeavor to entirely cure the endometritis, 
so that the other tube and ovary may not l)ecome infected. You see 
that while I am talking I am running gallons of water through the 
peritoneal cavity. Now, many men think that this flushing of the 
peritoneal cavity is but little short of murderous : they have lost some 
of their desperate cases and have made the clean water a scape-goat. 
My opinion is that we should only flush for cause, but when it comes 



' Dr. F. B. Robinson, who examined the specimen, considered this pus to be 
gunorrhceal. 
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to choosing between abrading the intestinal peritoneum with sponges 
in imperfect attempts at the removal of tissue^ debris, or septic mate- 
rial, and perfect water cleansing, give me a good, thorough, and adequate 
flushing. It is too little clean water rather than too much that is the 
l)ane of peritoneal surgery, whether it be used on the surgeon's hands 
or in the patient's abdomen. On one occasion in this clinic sterilized 
hot water was not at hand, and I chose to save my patient by washing 
out the whole alxlomen with hot water from the hospital &ucet, j*ather 
tiian let her die without it, for pus had entered. My openings were 
small, and I could not afterwards sponge out all of the residuum of 
the terrible faucet-water, yet my patient got well quicker than usual. 
There are many women now living whose lives I have saved by pei'i- 
toneal flushing, and there are some under the sod who would have 
recovered had I washed out the peritoneal cavity with clean water. 
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Gentlemen, — I have here the charts of three cases showing the. 
pulse- and temperature-ciirves following laparotomy. The first was 
tliat of an old lady, aged seventy-three, who had a large ovarian tumor 
which had lasted a comparatively short time. I took it out through a 
small aperture ; there were no adhesions and the case was absolutely 
uncomplicated. The temperature on the second evening rose to 100®, 
on the third evening to 100.2® ; the next morning it fell to 99®, and it 
has never been above 99® since that time. It is now the twelfth day, 
and for the last four or five days the temperature has been normal. 
The pulse has never reached 100, and it is now in the seventies. It is 
quite a common occurrence to see a temperature-chart like this follow- 
ing laparotomy, and I consider it the normal outcome. Unfortunately, 
it is not universally the case, and sometimes we get complications which 
cause uneasiness and often a great deal of anxiety, but which neverthe- 
less very frequently have a fortunate issue. 

You remember a case that I showed you a couple of weeks agoj 
of a woman who had a parovarian cyst. Some of you saw the opera- 
tion, which was very short, occupying only about twenty minutes. I 
found no pedicle, but the tumor was embedded in the broad ligament, 
and I was obliged to enucleate it from its nest, leaving a large oozing 
cavity. The ])atlent was a strong, healthy woman, and she had little 
reaction. On the second day her temperature was 101.2®, on the 
next evening 101®. It then fell to 99®, and remained below 100® 
until the evening of the eighth day. Her pulse had been below 100, 
though it crept up a little on the seventh day. On the evening of 
the eighth day her temperature suddenly jumped up to 101® and her 
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pulse to 120. The next morning the temperature was down again to 
98.5°, though the pulse remained rapid. I was a little anxious about 
her, for the pulse is always a better index to a patient's condition after 
hparotomy than the temperature. Some persons have a very mobile 
temperature, which goes up to a considerable degree on very slight prov- 
ocation. This is particularly the case in children. The pulse is not 
so easily moved ; therefore, when I find a temperature going up, but not 
the pulse, I do not feel so much alarm, as it may indicate a stitch- 
hole abscess or something of the kind. On the tenth day this patient's 
temperature was 103°, the pulse 140 and very weak ; the tongue was 
dry and black, and she was delirious — she is only lialf-witted any- 
how. Naturally I was very much alarmed about her condition. I 
made a local examination to see if I could find any cause for it. The 
stitches had been taken out of the abdominal wound, and the union was 
perfect except at one point. The patient had been veiy restless and 
had pulled off the dressings time and again, so that I should not have 
been at all surj>rised if there had been considerable suppuration around 
the wound. Although the nurses had pinned on the bandages in the 
most complicated way, she would take the pins out and tear off the 
dressings in spite of every precaution. I felt, however, that there was 
room for trouble in this large cavity which had been left in the broad 
ligament, since it might have taken on a septic process. Here was a 
large space surrounded by connective tissue, which is not nearly so 
good an absorbent surface as peritoneum, a certaiu amount of blood 
oozed into it and it was exposed to the air during the operation. It 
occurred to me that if this was the case the blood might have decom- 
posed, — and I had seen it happen once in the practice of anotlier 
physician, — and thus sup|)uration be set up in this broad ligament. 
I might tap the abscess through the vagina, wash out the cavity and 
possibly drain it, and thus save the woman's life. I made a careful 
bimanual vaginal examination, and by it I was able to make out that 
there was a large mass in the left broad ligament from which tne tumor 
had been removed. The broad ligament was as hard as it could be. 
This, I thought, was a true cellulitis. You will read a good deal about 
cellulitis in the older text-books of gj'naecology, but I have not said a 
word to you about it in the didactic lectures this winter, because it is a 
very rare disease. I could not tell what the nature of this cellulitis 
was, whether it was going to result in an abscess, or whether it was 
a non-septic form of inflammation which would gradually subside 
and allow the patient to get well. I put the w^oman on stimulants, 
given freely, gave an antipyretic to bring down the temperature, and 
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watched the result On the eleventh day the temperature was 102.5°, 
the pulse still 140. On the twelfth day there was a decided drop, 
and on the thirteenth day the temperature was normal and the pulse 
had fallen to 90. All anxiety was then relieved; I knew she had 
had a simple non-septic cellulitis at the site of the tumor, and that the 
chances were that she would get entirely well. Apparently she io 
going to, for her temperature is now a little subnormal, her pulse about 
90, her tongue has cleared up, and every symptom is favorable. 

I mention this case for the reason that such attacks after laparotomy 
are not very uncommon. They cause the operator and the fi-iends of 
the patient a great deal of anxiety, but in the majority of cases they 
get well ; unfortunately, we cannot always distinguish between these 
simple attacks and the severe attacks which end in death. 

Let me relate to you another case. On the 22d of January I 
operated on a lady who gave a history of gonorrhceal infection. I 
found the tubes and ovaries buried in masses of adhesions, there being 
a salpingitis and perioophoritis of both sides. I removed both tubes 
and ovaries ; the one on the left side was tlie more adherent and I had 
the greater amount of trouble with it This patient went along very 
nicely, reacting well fit)m the shock of the operation. On the second 
day her temperature was only a little above 100*^, on the third day it 
was down to 99*^ and her pulse was only 90, and everything seemed 
favorable. On the fifth day, however, the temperature rose to 101 ®, and 
on the seventh day it was 102.5®, and the pulse jumped up to 120. 
She did not seem to feel very badly ; there was no tympanites nor vom- 
iting, and apparently nothing very alarming about the case, and yet, 
with the pulse 120 and the tem|)erature 102.5*^, I could not help being 
anxious. On the eighth day her temperature went uj) to 103.6® and 
her pulse still remained at 120. She was given a dose of acetanilide, 
and two hours later her temperature dropjied to 100® and the next 
day to 99®, and in the morning of the tenth day to normal, where 
it has been since, and her pulse has dropped gradually to 70. This 
woman had an attack somewhat similar to that of the last patient 
There was a distinct bunch to be felt on the left side, and it was some- 
what tender, but the actual condition was, I think, entirely different 
The cellular tissue had not been opened into, and I think her trouble 
was entirely a peritonitis. The first of these cases was certainly non- 
specific, but in the second the inflammation may have been due to a 
local infection of the peritoneal cavity from the gonococcus in the tube. 
This explanation has lately been offered for these cases, and it seems 
to me very probable that there is some truth in the hypothesis. 
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These cases occurring after laparotomy are very trying indeed, and 
I speak of them in order that, if you have anything to do with lapa- 
rotomy cases, you may not think that when the temperature and pulse 
go up on the fourth or sixth day after operation the case is going neces- 
sarily to end fatally. I do not know how to avoid this condition. It 
doe» not seem to be due to any error in the antiseptic management of 
the cases, because they do not end in suppuration. You may say, per- 
haps, that there is septic inflammation, and that the patient has the 
strength to withstand the onset of the germs and to overcome them, 
but there is no proof of this hy{)othesis, and I think that such cases are 
traumatic and not septic I do not see why we may not have a trau- 
matic inflammation here without sepsis, in the same way as in other 
parts of the body. For example, when a bone is broken, there follows 
a subcutaneous and non-septic inflammation. 
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Gestlemex, — The patient upon whom I shall operate this after- 
noon has an enlargement of the abdomen the exact nature of which, I 
frankly adroit, is a matter of conjecture. Even the fact that several of 
my colleagues have pronounced the case one of ovarian cyst does not 
make me certain of that diagnosis, because the history has been so pecu- 
liar. It is easier to say what the tumor is not, than to say what it is. 
In view of tlie fact that it is increasing in size from week to week, and 
that the patient's health is gradually declining, an explorative incision 
is clearly indicated. Let us carefully review the history, as furnished to 
me by the attending physician. Dr. M. The woman is a multipara, aged 
thirty-eight, French by birth ; has always had normal labors and no 
pelvic trouble, as far as can be ascertained. Dr. M. saw her for the first 
time September 22, 1892, when she told him that she had menstruated 
in April, had skipped the May period, and June 20 had labor-pains ^ 
with flooding, which continued for twelve days. She passed a num- 
ber of large clots, and naturally supposed that she had aborted. She 
bad no more flow up to the time when the doctor first examined her. 
She then had morning sickness, with tenderness of the breasts. On ' 
examination a median tumor was found extending midway to the 
umbilicus, and continuous with the cervix uteri, \vhich was softened. 
Hegar's sign was well marked, and intermittent uterine contractions 
could apparently be felt The diagnosis of pr^naucy at four months 
was made, and a few days later the patient affirmed that she felt quick- 
ening. On November 5, six weeks later, she was seized with severe 
pain in the right inguinal region, with uterine hemorrhage, for which 
DO cause could be assigned. The flow continued for several days, but 
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there were no labor-pains. During the next two weeks she had an 
attack of peritonitis, localized on the right side, with a rapid pulse but 
low temperature (not exceeding 100*^ F.). At no time did she show 
evidences of internal hemorrhage. She made a good recovery, and 
was soon about her work, and free from pain. Meantime the tumor 
continued to enlarge, corresponding in size with the supposed j^eriod 
of gestation, and tlie patient insisted that she felt life. The doctor 
entertained no doubt regarding the existence of normal pregnancy, 
although at repeated examinations he was unable to detect either the 
foetal heart or movements, and internal ballottement c^uld not be ob- 
tained. The uterus seemed to be unusually thin-walled, but the foetal 
parts could be felt by external palpation. The confinement was pre- 
dicted at the end of February. As Dr. M. was not engaged to attend 
her, he did not see her again until he was called in April, when he was 
surprised to find that she was still undelivered. I then saw her with 
him. She was in good condition, and declared that she felt life. Her 
breasts were flabby ; the abdomen presented the ordinary appearance 
of a woman at full terra, the enlargement being absolutely symmetrical. 
I was sure that I could map out a thin-walled uterus, containing an 
excess of amniotic fluid, in which floated a small foetus. The foetal 
parts were not at all distinct, but were undoubted. The most careful 
auscultation failed to reveal either foetal heart-beat or movements. A 
vaginal examination convinced me that the tumor was uterine. The 
diagnosis seemed to be plain, — hydramnios, with a small foetus, the 
latter probably dead. I recalled in this connection a similar case of 
hydramnios, in which I had been summoned to o\yersLte for supposed 
abdominal pregnancy and delivered a dead foetus per vias naiurales. 
The only difference was that in the latter case the foetal parts were 
felt with startling distinctness. I heard nothing more fmm the patient 
until last week, when, to my surprise, her physician informed me that 
she had not been delivered, although three months had elapsed since 
the date first set. Meantime, the tumor had increased in size, and fluc- 
tuation was so distinct that he believed that the condition was either 
ovarian cyst or abdominal pregnancy. I admitted her to the hospital, 
and found that she had grown considerably emaciated, and that there 
was a marked increase in the size of the abdomen, the veins being 
unusually distinct, as we sometimes see in cancer of the liver. She 
was examined by several of my colleagues, who were confident that 
she had an ovarian cyst, possibly malignant. I leaned strongly to this 
diagnosis, but was puzzled by the fact that I had previously felt sup- 
lK)sed foetal pai-ts within a sac — ^a sign which I had never known to 
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fiiil iu a doubtful case. The ouly bodies which could simulate them 
would have been cancerous nodules, or subperitoneal fibroids with 
ascites, or secondary cysts on the surface of a large, thin-walled cystoma, 
which were excluded at the time of my fii*st examination iu April. 
In order to gain some additional light, the patient was thoroughly ex- 
amined under ether. Again it was evident that the fluid was enclosed 
in a thin-walled sac, within which could still be felt a little body, bol>- 
bing up and down at every imi)act of the finger, just like a foetal head. 
There was absolute dulnes^i over the surface of the tumor (which now 
extended up beneath the ribs, displacing the viscera), with tympanitic 
resonance in the flanks; there was no variation with change in the 
patient's position. On examination per vaginam the cervix still ap- 
peare<l to be continuous with the tumor, but a sound could be intro- 
duced only tdree and one-half inches. The posterior fornix bulged 
downward, and distinct fluctuation was obtained, the wave being trans- 
mitted on palpating the abdomen. It now seemed probable that the 
patient was not pregnant at all, but had a thin-walled cyst. 

You will appreciate the feejjng of uncertainty with which I ap- 
proach the o|)eration, since I am not sure what I shall find. Still, I 
am prepared to encounter anything, — an ovarian cyst, cancerous ascites, 
or extra-uterine (but I trust not uterine) pr^naney. On account of 
the extreme thinness of the abdominal wall, the incision is made with 
some care, in onler not to open the peritoneum unexpectedly. There 
seems to be nothing but fascia between the latter and the skin. The 
peritoneum is evidently much thickened, and bulges out into the wound, 
showing the presence of free fluid behind it. On making a small 
nick there is an escape of black, grumous fluid, which I shall draw off 
through a trocar [four or five quarts were removed] before exploring. 
It certainly does not resemble either ascitic or cyst fluid. On intro- 
ducing my finger, I enter, not the abdominal cavity, but a sac com- 
pletely shut off from it, and at once feel the Jiand of a child ! The 
uterus is felt far down in front of the sac, which dips down into Doug- 
las's pouch and extends upward so as to lie in contact with the liver 
and stomach. The doctor was right in his inference. The wall of the 
sac is so thick that my first impression was that I had entered the 
uterine cavity. The child and placenta are fully develoj)ed, but the 
foetus has evidently been dead for a long time. [It measured eighteen 
inches and weighed six and a quarter pounds.] As the placenta is 
bloodless, I am able to detach and remove it at once. Nature, by shut- 
ting off the sac through firm adhesions, has clearly indicated the course 
to be pursued, — to let it absolutely alone and allow it to drain freely 



Digitized by 



Google 



300 INTERNATIONAL CLINICS. 

and close by grauulation. After irrigating it thoroughly with warm 
Thiersch's solution^ I introduce a long drainage-tube to the most de- 
pendent part of the sac, behind the utenis, and pack in as much 
iodoform gauze as it will hold. An opening at least three inches in 
diameter is left, the patency of which is still furtlier secured by stitch- 
ing the edge of the sac to the edge of the external wound. There is 
no reason why tliis patient should not do well, as it has been impos- 
sible for the general peritoneal cavity to become infected. The healing 
process may be a slow one, but it will be much more rapid than it 
would have been had we been obliged to leave the placenta to come 
away later. 

[The patient became septic during the first week of convalescence, 
as the drainage was not good. This was obviated by making a large 
counter-opening in the vagina, after which she b^an to improve 
rapidly. Four weeks after the operation she was out of bed, the sac 
having contracted until its capacity was not over three or four ounces.] 
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RETROVERSION OF THE UNIMPREGNATED 
UTERUS. 

CLINICAL LBCnrSK DKLITXKID AT TBI COLLBOB OT PBTSICIAH8 AND SITKOBONS 

or CHICAOO. 

BY A. RBBVBS JACKSON, M.D.,> 

ProfeMor of Gynecology in the College of Physiciani and Suigeoni of Chicago. 



Gentlemen, — ^This patient has a displacement of the uterus. 
Such a statement seems very meagre nowadays, and yet but little more 
than half a century ago it would have been deemed almost sufficient 
for both diagnostic and therapeutic purposes. In those old days of 
gynsecological simplicity the term displacement was about equivalent to- 
" falling of the womb," for while it was even then known that the 
organ might be tilted forward or backward, it was considered to be in 
need of attention only when it had moved unduly downward. Not 
only was the dislocation regarded as a simple matter, but also its eti- 
ology, pathology, and treatmebt were considered unimportant. Over- 
distention of the vagina during labor, with or without a torn perineum, 
was considered the chief, if not the only, causative condition. The want 
of support below, and the relaxation and weakness of the supporting 
structures above, were thought to be quite sufficient to account for all 
the phenomena which were observed. There was but a single principle 
involved in the treatment; this consisted in the furnishing of artificial 
support to the prolapsed organ from below. The womb was pushed 
into the upper part of the vagina, and held there, as a rule, by filling 
the vagina with a wad of tow or cotton saturated with some astringent 
fluid. Sometimes a piece of sponge was used. Pessaries were likewise 
employed for this purpose. They were composed of wood, glass, metal, 
or a disk covered with beeswax. These instruments were even more 
various in shape than in substance. Frequently, a practitioner living 
in the country, who met with a patient suffering from prolapsus, would 
send to a neighboring city for "a pessary," usually without desig- 

^ Since deceased. 
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naiiflg the kind, form, or size. If it did not fit the case when it came 
to hand, so much the worse for the woman. 

All this has been changed. Practically as well as theoretically it 
is now commonly understood that the uterus may be displaced in every 
conceivable direction and degree, that the causation and pathology are 
frequently complex, and that the treatment in many eases demands 
the highest degree of gynajcological skill. 

The uterus, as you know, is normally a movable organ. The 
structures to which it is attached permit a limited degree of movement 
in every direction, so that, strictly speaking, there is no one normal 
position a departure from which constitutes a pathological displace-' 
ment. On the contrary, one of the essential features of a uterine dis- 
placement is a lessening or absence of its natural mobility. A very 
full bladder may force the normal uterus into a state of extreme retro- 
version ; and a greatly-distended rectum (although this is more rare) 
may compel it to assume an unusual degree of anteversion. These 
temporary aberrations of position are not, however, of pathological 
importance, and I only mention them in passing. But if the organ 
,be so anchored forward or backward as to be unable to yield to these 
and similar influences, it is said to be anteverted or retroverted. 
Hence you will perceive that it is the permanency rather than the 
degree of the displacement which is of importance. Moreover, the 
mere error of position is not of so great consequence as the conditions 
which have led to it and which may accompany and jierpetuate it. 
It is now generally believed that even as concerns the uterus itself the 
changes which take place in its substance, whether precedent to or in 
consequence of its malposition, are more accountable for its resulting 
symptoms than is the abnormal deviation of location. 

I have told you, on a former occasion, that there are certain sub- 
jective symptoms in women which may always be accepted as indications 
for making a pelvic examination. Among these are pelvic or dorsal 
pain, a sensation of weight, fulneas, or pressure in the pelvis, persistent 
derangement of function of any of the i>el vie organs, unusual discharges 
from the genitals, whether bloody, mucous, purulent, or serous. These 
symptoms are never sufficient of themselves to determine a diagnosis 
or to enable you to institute rational treatment. Their presence, never- 
theless, is full of meaning and implies an invitation to a thorough 
investigation, — an invitation which no conscientious physician can ix)S- 
sibly decline to accept. Indeed, to do so would be evidence of inex- 
cusable carelessness. Errors in diagnosis frequently result, doubtless, 
from the inherent difficulties of the subject, but far oftener they come 
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from the failure on the partof the extiminer to use diligently all avail- 
able means of investigation. Some of these guiding symptoms which I 
have named were present in the case of this patient and led to the 
knowledge of her condition. Here is her history : 

She is thirty years old. She commenced menstruating at the age 
of fourteen, the function having always been regularly performed and, 
until the last two years, without a noticeable d^ree of pain. She 
married at the age of twenty, and has had thi*ee living children, the 
younger being now four years old. This was not her last pregnancy, 
however, for two years ago she had an artificially-induced miscarriage 
when she was three and a half months pregnant. Tliis event seems 
to have been tlie starting-point of her present impaired health. An 
attack of pelvic inflammation, with high fever, followed the expul- 
sion of the foetus, and the patient was confined to bed more than 
two months. She has been an invalid ever since. Her symptoms 
have included a sensation of dragging or pulling in the lower pelvis, 
frequent micturition, obstinate constipation, an abundant yellowish, 
glairy leucorrhcea, and latterly menstruation has been rather profuse 
and accompanied by pain. 

I made a very hasty digital examination of the vagina in the ante- 
room a few minutes ago, and that examination it is now my purpose to 
repeat and extend. 

The waist-dressing of the patient has been thoroughly loosened, 
and she Jias just emptie<l the bladder. As she lies upon the back 
with the knees separated and drawn up, I introduce two fingers into 
the vagina, and at the same time make downward and backward press- 
ure with the disengaged hand applied to the hy|>ogastrium. In the 
endeavor to bring the two hands together, I should be able, if the 
uterus were in normal position, to feel the fundus of the organ behind 
the pubic bone ; but it is not there. More than this, I find the os 
uteri, which should be directed approximately towards the coccyx, point- 
ing for^iird. Moving the vaginal fingers backward, I feel a concavity 
at and extending somewhat l)eyond the utero-vaginal junction, and still 
further onward is a smooth roundisli swelling occupying a position at 
a lower level than the os uteri ; this is the body of the uterus. I 
need not tell you at this time of the process of reasoning by which I 
have eliminated other conditions which produce swellingn l>ehind the 
posterior vaginal wall, such as a prolapsed ovary, impacted faeces, in- 
flammatory exudation, or a fibroid of the posterior ^all of the uterus. 
The methods of differentiation l)etween these and similar disorders I 
have spoken of before, and when you become accustomed to making 
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pelvic examiDations you will possibly be suqjrised to discover how 
promptly you may sometimes be able to complete the diagnosis. I sey 
sometimes, because occasionally there are found such complications in 
the i)e1vis as puzzle the most experienced surgeons^ and this, too, even 
after the parts are exposed to sight and touch by a laparotomy. Your 
rule of conduct under embarrassing circumstances of this character is 
a simple one : keep in remembrance the conditions which may be found, 
then check them off mentally as you go through the list until the 
docket is cleared. Ypu will at last arrive, by exclusion, at the most 
important one. 

There are no puzzling conditions here so far as r^ards the diag- 
nosis. The patient has a liackward displacement of the uterus, and 
the dislocated organ is also retroflexed. This conclusion is readily 
reached, but in order to determine the proper treatment our investiga- 
tion must extend somewhat further. While I have been talking" my 
fingers have not l)een idle ; and, as you may have noticed, from the 
occasional shrinking and exclamations of the patient, what I have been 
doing has given rise to some pain. In cases such as this the fundus of 
the uterus is usually quite tender, and even very slight pressure against 
it occasions suffering. And indeed I have been making a very consid- 
erable degree of pressure. I have been trying to elevate the uterus 
from its l)ed in the hollow of the sacrum, to which it has no right, by 
pushing it upward gently but steadily. This manoeuvre caused pain, but 
did not accomplish what I desired. I then endeavored to push the 
cervix downward and backward, in the hope of tilting the fundus up- 
ward by the leverage thus exerted. This did not cause so much pain, 
but was equally unsuccessful. My motive in doing all this has been 
to settle a most important point, — namely, the possibility of replacing 
the uterus. 

The two essential factors in the cure of such a displacement are, first, 
the restoration of the organ to the normal position, and, secondly, its 
maintenance there. Obviously, these objects must be accomplished in 
the order named, and success must attend both of them, or treatment 
will fail. Hence the importance of what I have been trying to do. 
But manipulation alone is unsuccessful, and I must invoke other aid. 
There are two methods yet at my dipix)s:d. One of these is manipula- 
tive, and the other instrumental. The former being the safer, I shall 
essay it first 

For this purpose I must alter the position of the patient. I shall 
place her in the knee-chest posture. She will rest with her knees upon 
the table, and elevate the hips as high as possible by having her thighs 
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in a vertical position. She will then lower the chest and place one side 
of her head upon the table. This postural preparation being completed, 
I again introduce two fingers of one hand into the vagina, and slightly 
separate them. Immediately there rushes into the canal a column of 
atmospheric air, widely distending the vagina and tending to dislodge 
the uterus from its false position. This result is further aided by 
the action of gravity in causing the abdominal contents to move to- 
wards the diaphragm. These forces alone will sometimes prnve suffi- 
cient to start the truant and carry it upward. But they are not engugh 
here ; so I shall now renew my finger-pressure through the vaginal 
wall, and if it again fails I will likewise invade the rectum with one 
or two fingers of the other hand. By this latter route we approach 
nearer to the fundus by about three-quarters of an inch, and gain con- 
sequently in the d^ree of force which we may desire to use. But I 
am glad to discover this is going to be needless. Already the fun- 
dus is rising, and as it does so the os uteri is moving backward. The 
uterus is replaced. 

If pressure and pneumatic forces had not succeeded, I should have 
used the instrument to which I have alluded, — the uterine sound; 
for although this instrument has fallen under the ban of the gynaeco- 
logical iconoclast, — for insufficient reasons, in my judgment, — I find it 
extremely serviceable in selected cases for certain puq>oses. The abuses 
of the instrument should not be brought forward as arguments against 
its proper use. As well might we abolish the obstetric forceps, or the 
scalpel, or the use of drugs, because they may become harmful agencies. 
Learn to use rationally all helpful appliances in their proper places, 
and you will not need to lay them aside except to replace them by 
better ones. 

The uterus is now in fairly good position, and it will remain so as 
long as I keep the cervix pressed backward and the patient continues 
to occupy this posture, — both conditions clearly impracticable. But if 
I should remove my fingers, and the patient should turn again upon her 
back, I do not doubt that the fundus would at once fall back against 
the rectum and resume its close and mischievous relations with that 
viscus. Then, too, the flexed condition of the uterus, although this 
feature of the case is of only moderate degree, may be sufficient to 
militate against great simplicity of treatment. 

In any given case of combined retroflexion and retroversion of the 

uterus there must always be some doubt concerning priority. But if 

the patient be a woman who has borne children, the probabilities are 

that the version occurred first and the bending subsequently. The 

Vol. I. Ser. 8.— 20 
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sequence of events is usually as follows : During the stage of involu- 
tion, and while the uterus is heavy, the woman, in accordance with 
a time-honored custom, is kept on her back in bed. Lest the uterus 
may not, from its increased weight, sufficiently descend into the hol- 
low of the sacrum, it is forced there by an absurd compressing abdom- 
inal bandage, tightly pinned by a strong-armed nurse, who sometimes 
adds to the mischief-making procedure by folding a towel and placing 
it against the hypogastrium. Under these circumstances the uterus 
mud become retroverted. The upper part of the helpless organ, being 
heavier than the lower, sinks deeper, and, it being unrestrained by 
the supporting structures, which are attached only to the cervix, bend- 
ing soon ensues at the junction of the cervix with the body. This 
result is made more certain and occurs more quickly because as soon 
as the uterus topples at all backward the pressure of the abdominal 
contents comes upon its anterior wall, and this continuous force is 
aided by eflTorts at stool, lifting, coughing, sneezing, etc. 

Now, what is the practical teaching from these considerations? It 
is this : If we can maintain the fundus in a position forward of the 
perpendicular axial line, these forces will be reversed in their action 
and will be expended upon the posterior wall, as they should be ; and 
the habitual leaning forward of the fundus will tend to remove the 
kink from the posterior wall and by and by may efface it entirely. 

How shall we keep the womb in proper place? During the past 
few years pessaries have been used chiefly for this purpose in all avail- 
able instances, and in the case of this patient I find the two necessary 
conditions for successful pessary treatment, — namely, mobility of the 
uterus and a sufficiently firm perineum. If I had found the uterus 
adherent to the structures adjacent to it in its malposition, a pessary 
would have been injurious. It not only would have done no good, but 
would have done harm. The proper function of such an instrument — 
and I want to emphasize the statement — is to keep the organ in position, 
not to put it there. Again, an intra-uterine pessary cannot be used 
efficiently unless there be sufficient firmness and completeness of the 
structures about the vaginal outlet to prevent the instrument from 
falling out. Let me say here that you can hardly acquire more useful 
gynsecological knowledge than is involved in the study of pessaries in 
their relation to uterine displacements. The latter are found with great 
frequency, and must comprise a very large proportion of your gynaeco- 
logical cases. The measure of your success in their management will 
reflect your knowledge of their mechanism and the mechanical capa- 
bilities of the pessary. Certainly there is nothing brilliant about 
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sach practice : it is simply useful. But if yon are oonscieiitiouSy and 
prefer benefiting your patients to heralding your wonderful surgical 
performances in medical societies and journals^ here is an ample field 
for you. 

I have here^ as you may see^ an assortment of pessaries varying 
greatly in size and shape. They are nearly all composed of vulcanite, 
a substance which has many desirable qualities for this purpose. It is 
light, not fragile, susceptible of a high polish, and wholly impervious 
to moisture. Besides, by covering its surface with oil and holding it 
in the flame of an alcohol lamp, or dipping it for a few moments in 
very hot water, it may be moulded into any desired shape, which it re- 
tains on cooling. I have, however, also a few which are made of soft 
rubber with an embedded copper wire to give them some stiffening, the 
shape of which may be changed somewhat merely by pressure with the 
fingers. They are sometimes temporarily convenient and useful until 
you have learned just what your patient needs. But they are objec- 
tionable for permanent use because of their capacity for absorbing the 
vaginal discharges, which render them offensive and irritating. When 
you have ascertained the exact shape and size of the needed instrument, 
it is better that it should be of hard rubber. 

Basing my selectiou upon the impression which I have of the size 
and conformation of the vagina, I have picked out two or three of the 
vulcanite instruments, and will try the smaller of them first, for it is 
a distinct advantage to use the smallest that can be effective. While a 
large-sized pessary may equally, and sometimes more promptly, maintain 
the uterus in proper position, it should never do this simply by reason 
of its size, if we hope at all for ultimate success ; because such an in- 
strument, by constantly keeping the vaginal walls stretched, must cause 
a degree of over-distention which conduces to a perpetuation of the 
original trouble ; also it invites their protrusion, and the formation of 
the conditions known as rectocele and vesicocele. A judiciously-placed 
pessary must act rather by its form than by its size. It must not push 
up the fundus, — ^indeed, it cannot do this after proper replacement, — but 
must keep it forward by drawing the cervix backward. It does this 
by means of the large upper curve which pulls upon the utero-vaginal 
junction. But in doing this it should not deprive the uterus of its 
mobility ; it should only lessen it. It should only prevent it from 
moving in the wrong direction. Now, seizing the lower or smaller 
end of the instrument with the thumb and fingers of the right hand, I 
introduce two fingers of the left hand as a guide. Never attempt to 
place a pessary without this preliminary ; otherwise you will almost 
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iDevitably cause unnecessary pain. The upper portion of the instru- 
ment is now passed into the vagina, the needed degree of pressure 
having been exerted against the palmar surface of the fingers. Next 
I tuck the upper end behind the cervix. As I withdraw the fingers I 
pass one of them around the pessary in order to assure myself that it 
cannot exert any injurious pressure. The fit seems sufficiently perfect, 
and the operation is completed. 

The patient will use the instrument for a period of from three to 
six months, but not continuously. She will be instructed how to re- 
move and insert it herself, and she should promptly take it out at 
any time in the event of its causing pain ; even should it occasion no 
discomfort, it is proper to remove, cleanse, and replace it after each 
menstrual period. Unless the patient be able to do this herself, she 
will very likely neglect going to the physician for the purpose of having 
it done, and serious results may ensue. As examples of such possible 
mischief, I may mention that long-worn, n^lected pessaries have found 
their way through the vaginal septum into the bladder and rectum, and 
once I detected one in the act of getting into Douglas's cul-de-sac 
through an opening which was already large enough to admit the fore- 
finger. Of course, in these cases the untoward results arise from the 
instmment being injudiciously selected and improperly fitted; but 
even in the case of fairly well adapted pessaries there may be unequal 
pressure at some point, ultimately causing ulceration. The rule, then, 
to remove and cleanse them occasionally, and to watch the condition of 
the cervix and vaginal walls, should be imperative. 

In cases in which the pessary fails to aflTord sufficient relief, or in 
which it is inapplicable for any reason, other measures may be used. 

Thus, if the uterus be movable and can be replaced, the procedure 
known as Alexander's operation — shortening the round ligaments 
through an external incision — may be performed. In other instances 
in which the uterus is bound down in malposition by adhesion, and to 
which neither a pessary nor Alexander's method is suitable, and where 
the symptoms are sufficiently grave to justify it, the abdomen may be 
opened, and the uterus, being freed from its false attachments, may be 
stitched to the abdominal wall above the bladder. In a limited num- 
ber of cases these graver surgical procedures are of undoubted propriety 
and benefit. 
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PALPATION OP NORMAL OVARIES. 

Gentlemen, — Case I. — ^This woman is twenty-seven years of 
age, and has had four children and two miscarriages. The last child 
was bom about fourteen months ago, and she is still nursing it She 
complains of pain on both sides of the abdomen, which has existed 
since the birth of her last child. She has not been unwell since her 
confinement 

Patients will often come complaining of pain in the abdomen and 
on examination no obvious cause for the pain can be found. This 
patient's uterus is very freely movable, and both ovaries are normal. 
I see many cases in my office in which I find nothing wrong with the 
pelvic organs. Such cases are usually subjects of neurasthenia, — ner- 
vous women, who come complaining of pain in the coccyx or between 
the shoulder-blades, or of occipital headache, of intercostal neuralgia, 
or of pain in the left hypochondrium or left iliac r^on, a little above 
the ovarian region. They naturally think that their pains must be of 
ovarian or uterine origin. These cases are much more difficult to cure 
than where there is something more tangible, as, for instance, a pelvic 
peritonitis or a displacement In order to be able to exclude ovarian 
disease it is, of course, necessary that one should be competent to de- 
termine the condition of the ovary by palpation. The ovary, like the 
testicle, comes down extra-peritoneally, descending between the two 
layers of the broad ligament, and projecting through the posterior layer 
of this ligament A small portion is extra-peritoneal, and this explains 
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how the majority of ovarian tumors growing upward towards the peri- 
toneal cavity are not covered by peritoneum. It is only when the 
tumor grows downward between the layers of the broad ligament and 
dissects it off from its parietal attachments that an ovarian tumor is 
covered by peritoneum. To feel the normal ovaries, you must re- 
member that the ovary, when in the normal position, can usually be 
grasped by pressing the outer hand upon the abdomen, and, ban- 
ning at the posterior brim of the pelvis, pushing downward and for- 
ward. If you begin at the anterior brim of the pelvis, you will 
push the ovary away from you. In this way you can usually grasp 
the ovary and ascertain its size, position, and consistency ; and as 
you roll it about, the patient will generally show that the pressure 
causes pain. It is not very many years since the possibility of feeling 
the normal ovaries was recognized. Twenty years ago, while I was in 
Vienna, Leopold (now professor in Dresden) and myself began system- 
atically to palpate the normal ovaries. We found that in the majority 
of cases we could palpate the normal ovary when in its normal position. 
Of course, if the ovary be somewhat enlarged, it will drop towards the 
pelvic floor, deeper on the left side, because Douglas's pouch is deeper 
anatomically on that side, owing to the position of the rectum. Hence 
under such circumstances it is much more easily felt. Sometimes the 
ovaries cannot be felt at all, because they drop against the posterior 
wall of the pelvis, just as in the case before us. The chances are that 
if I allowed this patient to stand up a moment I could then feel the 
ovaries. If the ovaries are prolapsed and attached to the bottom of 
Douglas's cul-de-sac or to its anterior wall, they can easily be felt, and 
you can often distinguish between the ovaries and the tubes^ In many 
cases where there are adhesions, it is impossible, even when the finger 
is passed into the abdominal cavity during a laparotomy, to differentiate 
between the ovaries and the tubes. If we could feel the ovary in cases 
of cysts of the broad ligament, it would be very useful, but in such 
cases the ovaries are pushed out of reach by the tumor. When there is 
pain in the ovarian region, it is well also to endeavor to determine the 
exact condition of the ovaries. 

CHRONIC SALPINGITIS. 

Case II. — Our next patient is twenty-nine years old, has been mar- 
ried eight years, and has had four children, the last one seven months 
ago. She is nursing. She complains of pain on the right side of the 
abdomen, is constipated, and has a profuse white vaginal discharge. 

On examination I find it very easy to reach a mass on both sides, 
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but chiefly on the right ; it is movable and somewhat larger than the 
normal ovary, and is abnormally tender. The mobility of the utems 
is not noticeably changed, and hence we can exclude an acute adhesive 
peritonitis. The existence of a subacute oophoritis and salpingitis 
accounts for this patient's pain. The diagnosis having been made by 
bimanual palpation, the question arises as to the significance of this 
condition, — a chronic inflammation of the ovaries and tubes, which 
means that the ovaries are somewhat enlarged and tender and that there 
has probably been some hyperplasia of the interfollicular elements. The 
tubes are probably in a condition of catarrhal inflammation with a cer- 
tain amount of tumefaction. In older cases there will be, in addition 
to this swelling, an actual hyperplasia of the walls of the tube, so that 
it is not uncommon to see tubes about the size of the finger at the time 
of their removal. This is called pachysalpingitis, just as we speak 
of pachymeningitis when there is a thickening of the membranes of 
the brain by a chronic inflammatory process. This condition is signifi- 
cant, in the first place, on account of the great pain that it produces. 
There is, in addition to this, absolute sterility. No matter how much 
diseased the ovaries and tubes may be, if the tubes be permeable to 
the spem^atozoa and ova, the woman may become pregnant 

Within the last few years I have seen a woman, brought to me by 
my partner, Dr. Wells, in whom both Fallopian tubes were as large as 
sausages, and yet she has miscarried two or three times since that ex- 
amination. Probably there is at intervab a gush of fluid, the tube is 
emptied, and soon after that time conception takes place. As a rule, 
however, where there has been adhesive inflammation with consequent 
destruction of the tubes, the woman is sterile, but it is impossible to 
tell exactly at what period sterility may begin. It is proper, therefore, 
as long as the woman is not suffering extremely, not to remove the 
tubes. The older the case the more unsatisfactory is the treatment 
It consists in the use of counter-irritation in the vagina as near as pos- 
sible to the diseased ovary, with equal parts of tincture of iodine and 
glycerin. It is applied two or three times a week thoroughly, by 
swabbing out the vaginal vault, and followed by the insertion of a 
glycerin tampon, which is to be removed the next day. Hot douches, 
warm salt-water sitz-baths, iodine, or blisters externally over the ovarian 
regions, are also valuable aids to this treatment For the pain use the 
positive pole of the galvanic current, a sponge or metal electrode cov- 
ered with absorbent cotton placed in the vagina close to the sensitive 
ovary, and the circuit completed by a sponge connected with the n^a- 
tive pole applied over the abdomen. The current should never be 
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strong enough to cause pain, for it is used as a sedative and not 
as an irritant In any case, even though of recent origin, the treat- 
ment will probably extend over a number of months before improve- 
ment will manifest itself. Where there are adhesions, you will 
probably never be able to detach them and restore the ovaries to their 
normal condition : yet I have seen much benefit from the persistent 
use of such measures as have been mentioned, particularly the iodine 
to the vagina. I am aware that many may think I am making too 
much of these remedies, but I am positive about the beneficial results 
so obtained. I should always use them when the symptoms are not 
sufficiently severe to warrant the removal of the appendages. These 
measures markedly relieve the pain and bearing-down, at least for a 
time. I do not, of course, mean that where the tubes are much en- 
larged, or the ovaries cystic, or where there are recurrent attacks of 
peritonitis every two or three months, this treatment is applicable, for 
such cases will ultimately require operative interference. 

MENSTRUATION AFTER OOPHORECTOMY. 

Case III. — This girl, by occupation a cook, comes to us on account 
of recurrent attacks of severe pelvic pain which prevent her from work- 
ing. I operated upon her two years ago for a tumor of the right ovary, 
the pedicle of which was twisted four times. The tumor was so rotten 
that it was necessary for me to place my hand underneath it and lift it 
out. She comes to us now complaining of great and constant pain on 
the left side, and of pain on the right side only during menstruation. 
The uterus is slightly retroverted, and the ovary is absent on the right 
side, but on the left the ovary is felt to be somewhat prolapsed and 
slightly enlarged. It does not seem to be sufficiently abnormal to ac- 
count for her pain ; but although the girl is unmarried, she is evidently 
not a virgin, and it is possible that her habits involve too frequent 
sexual intercourse, and that this may have something to do with causing 
her pain. It is said that she menstruates profusely for ten days at a 
time. I do not believe this has anything to do with the condition of 
her ovary and uterus ; for it is a common observation in my experience 
that cooks are liable to profuse menstruation as a result of the constant 
exposure to heat and the consequent pelvic congestion. 

DIAGNOSIS OF GONORRH(EA IN THE FEMALE. 

Case IV. — The next patient wishes to know whether she has 
gonorrhoea. You notice that I told her immediately lipon examination 
that I knew she had had pain on the right side for a long time, and I 
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said this, because there is a thickening of the broad ligament and a 
binding down of the ovary on that side. Now, as to the diagnosis of 
gonorrhoea, I cannot reply to this patient's question, and you should 
be very careful about giving a positive opinion in these cases. Avoid 
answering that question directly, except in cases where the result of the 
gonorrhoeal infection is demonstrated in an individual of the other sex. 
The only other way in which you might directly answer the question 
— and there is some doubt about this in my own mind — is by a micro- 
scopical examination for the gonocooci. The mere presence of an acrid, 
pungent, irritating, and more or less offensive discharge of a greenish, 
yellowish, or serous character is by no means a positive sign of gonor- 
rhoea. I might, by carelessly answering this question in the affirma- 
tive, find myself a defendant in a suit on the ground of defamation of 
character. You have a perfect right to make such a diagnosis privately 
by taking into consideration the patient's habits of life, and similar 
matters, but you should be careful how you express that belief. In 
this patient, the uterus, and particularly the cervix, is enlarged and 
hyperplastic ; it is one of those rather rare cases of hyperplasia lim- 
ited almost entirely to the cervix, and the condition is usually due to 
a laceration of the cervix. In this case, however, there is no such 
laceration, and I presume here it is the result of too frequent irritation 
of the cervix from coition. As she has not had a child for eleven 
years, there is no other immediate reason for this enlargement of the 
cervix. The fi^uent congestion of the organ, particularly if it be 
followed by a catarrhal condition of its mucous membrane, is quite 
likely to cause such a hyperplasia. There is no evidence at present of 
gonorrhoea ; the vaginal orifice does not seem eroded, and there is no 
more discharge than would be found in many a normal case. If a 
woman came to me with doubtful antecedents, with tenderness in the 
ovarian regions, with the tubes enlarged, and suffering at the same time 
from an irritating endometritis, I should feel that in all probability a 
remote gonorrhoeal infection had started this endometritis and salpin- 
gitis ; but I have seen several extremely bad cases of this kind in 
undoubted virgins. 

I shall direct that this patient be treated by the external and internal 
application of tincture of iodine, glycerin tampons, and hot douches. 
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BY THOMAS R. POOLEY, M.D., 

Professor of Ophthalmology in the New York Polyclinic ; Sui^gpeon-in-Chiaf to the 
New Amsterdam Eye and Ear Hospital. 



Gentlemen, — I have often told you that it was easy to make a 
mistake between chronic conditions of the conjunctiva and tfue tra- 
choma, but in this boy I show you true chronic trachoma. You 
notice the thickening and swelling in the bottom of the cul-de-sac and 
certain elevations of the conjunctiva associated with a pale, swollen, 
granular condition in the angle of the eye. In touching these eyes 
with sulphate of copper, I attach a great deal of importance to die 
crystal being perfectly smooth. Those sticks which are made in moulds 
are very nice, except that they are too thick to admit of their being 
carried between the lid and the eyeball so as to make a thorough appli- 
cation to the whole reflection fold. You will notice that some of my 
colleagues touch the eye with blue-stone, and then allow the patients to 
depart without washing out the eyes ; but this I r^ard as an infliction 
of unnecessary suffering, and it does not at all enhance the result My 
object in employing this treatment is not to produce an eschar, but 
simply to secure an astringent effect. The application should always 
be made with a light hand. 

This man is fifty-eight years of age, and a miner by occupation. 

About fourteen months ago he noticed that vision in both eyes was 

failing, particularly in the right eye. You know that if you irritate 

a nerve of special sense, the result is not pain, but an excitement of 
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the special fiinctioii of that oerve. Thus, when the acoustic nerve is 
irritated, the patient complains of subjective noises ; if the gustatoiy 
nerve be irritated, the sense of taste may be aroused ; and when the 
optic nerve is irritated, flashes of light may be visible to the patient. 
Now, this man tells us that he first noticed loss of vision in the right 
eye, and that this was accompanied by some pain over the eyebrow^ 
and that he saw flashes of light when in the dark, and also that there 
appeared a dark object before the eye. The symptoms are not such as 
to indicate the occurrence of an acute disease, which is usually accom- 
panied by some d^ree of pain. With a history like this, you may be 
almost certain that there is disease of the fundus, and there is a priori 
evidence that the disease is in the retina, or in the choroid in such a way 
as to affect the innermost layers of the retina, — the rods and cones. 

It will be interesting now to ascertain if this patient has any con- 
stitutional symptoms, for those which he has given us so far are not 
sufficient to lead such a man to seek medical advice. On inquiry, he 
tells us that seven years ago he was taken sick with vomiting and purg- 
ing, and that for three months after this he was constantiy troubled with 
vertigo. Nevertheless, he continued at his work in the mines, exposed 
to wet and cold. There has been occasional swelling of the feet, and 
some oedema under the eyes. When he came- to me last August I 
examined his eyes, although at that time he was but little apprehen- 
sive of his general health. I found a considerable deterioration of his 
sight ; the right eye, which has always been the worst, had only -f^ 
vision, and the left eye -f^. On examining with the ophthalmo- 
scope, I found a very deep physiological excavation of both optic nerves ; 
and although I now state this condition to be physiological, I was 
puzzled about it for some time, as I suspected it might be due to glau- 
coma. A careful study of his visual fields has led me, however, to 
exclude this. Examination of the retina showed isolated hemorrhages, 
which were especially marked in the left eye. Both eyes were the seat 
of considerable venous hypersemia ; the hemorrhages were small and 
firom the retinal veins. Some of them were in the immediate vicinity 
of the macula. This accounted for his very bad sight Dr. Heineman 
found that the patient had chronic interstitial nephritis, and that albu- 
min and casts were present in his urine. A few weeks ago the patient 
was found to be passing fifty-four ounces of urine in the twenty-four 
hours. I expressed to him my belief that the best treatment for his 
sight was that directed to the constitutional disease. He was placed 
by Dr. lieineman upon an exclusive milk diet as long as he would 
tolerate this^ — about three weeks, — and he was given internally the 
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bichloride of mercury. His general condition has improved very de- 
cidedly, and the last time I examined him I found there was marked 
improvement also in his sight 

On testing his vision now^ we find that it is ^^ in the right eye 
and 1^ in the left. I am very anxious that you should all be able to 
see the hemorrhages in his eye of which I have been speaking. As 
you examine him with the ophthalmoscope, you will see, in the left eye, 
that the hemorrhages are at present quite red, showing that they are 
rather recent, for they become white previous to their absorption. You 
will notice also that the veins are extremely tortuous, and that the 
bottom of the physiological excavation is very distinct. In the right 
eye will be seen the white patches which indicate that changes are 
taking place in the hemorrhages. A typical Bright's neuro-retinitis 
shows swelling of the nerve, patches in the retina, venous hypersemia, 
and the peculiar stellate appearance at the macula ; but here you only 
find venous hypersemia and hemorrhages. In speaking of kidney- 
disease, I have repeatedly said that where you find hemorrhages in the 
retina, among other things, you are to suspect kidney-disease. We 
know that the blood-vessels are altered in some focms of constitutional 
disease, — thus, in senile atheroma, syphilitic endarteritis, and the changes 
in the arteries due to poisoning of the system which occurs in uraemia. 
In this man's case the first diagnosis of kidney-disease was made by 
my ophthalmoscopic examination. Remember, then, that there is not 
always a typical condition of the retina in Bright's disease. I do not 
believe in therapeutic measures directed to the eye-lesions. If we are 
to hope for anything in the treatment of these cases, we must arrest, 
if possible, the kidney-trouble. The progress of this case shows that 
such treatment sometimes yields gratifying results. We know that in 
the acute forms of Bright's disease, such as occur in connection with 
pr^nancy, when the patient recovers from the constitutional affection 
the eyes get well also. 

In r^ard to the prognosis in these cases, it is obvious that it must 
be based upon the evidences of the constitutional disease ; but in a 
general way we may say that the prognosis is bad when the eye is 
affected in chronic Bright's disease. If there be so grave a constitu- 
tional affection of the kidney as to produce structural changes in the 
optic nerve and retina, or to give rise to hemorrhages, it is evident that 
this is but a local expression of a grave poisoning of the entire system. 
Some years ago my colleague here, Dr. Gruening, by following to their 
ultimate issue a number of cases in which he had made a diagnosis of 
Bright's neuro-retinitis, found that every one of them died. I think I 
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woald rather take my chances of a death-sentence under the law than a 
sentence founded upon this condition^ for I might escape through the 
intricacies of the law, but I would hardly fail to become a victim of 
Bright's disease. This prognosis is not true of the acute forms of 
kidney-disease. If a woman develop acute kidney-symptoms during 
pregnancy, and there is consequently an affection of the eyes, and if her 
kidneys were healthy at the time of her conception, and the present 
trouble is entirely due to the pr^nancy, the prognosis is good ; but 
you must always remember that there may have been a pre-existing 
chronic kidney-disease. I studied this subject very carefully some 
years ago, and I was surprised to find that a number of good authori- 
ties state positively that kidney-disease does not occur in the course of 
pr^nancy unless the patient already has chronic kidney-disease. I can 
hardly believe this, for I know of cases of permanent recovery from 
neuro-retinitis and other symptoms of Bright's disease, as the result of 
a premature delivery of the patient, either naturally or by artificial 
means. As in this case, the disease nearly always afiects both eyes. 

What kind of kidney-disease is it that ordinarily aflTects the sight? 
This is a question which cannot be positively answered, but the weight 
of present opinion is in &vor of its being of that form which is asso- 
ciated with the small, contracted kidney, and which is essentially slow 
in its progress. 

As a matter of differential diagnosis, I would call your attention 
to retinal hemorrhages occurring fix)m other causes. In patients who 
have reached the b^inning of old age we find not infrequently retinal 
hemorrhages without evidence of either kidney- or heart-disease. These 
patients come to you with sudden deterioration of sight, and this may 
be confined to only one eye. In such c&ses you do not find the small 
petechial hemorrhages as in this patient here, but very large ones, which 
give rise to much amblyopia, or even to complete loss of sight. They 
occur in connection with other senile changes. If the hemorrhages 
were not repeated, the prognosis as to sight would be quite good ; but, 
unfortunately, they are very apt to recur, and many of these patients 
ultimately die of apoplexy. When there is a large retinal apoplexy, I 
think it is your duty to warn, not the patient, but the friends, of the 
gravity of the situation. There is a form of hemorrhage called in the 
text-books "neuro-retinitis apoplectica," — a very bad term, — where 
there are extensive striated hemorrhages which follow the course of the 
nerve-fibres, and which are probably due to thrombosis of some of the 
vessels. You should also be able to exclude hemorrhages from injury. 
In inflammations of the optic nerve and retina dependent upon syphilis, 
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hemorrhages are very seldom present, but they are frequent from dis- 
eased conditions of the blood-vessels, and hence, under these circum- 
stances, you should remember that syphilis may be the cause of the 
whole trouble. 

TRACHOMA. 

This boy has had his eyes treated for trachoma by expressing the 
follicles so as to press out their contents, which is done either with an 
instrument or with the finger-nails. I operated on the right eye and one 
of my colleagues on the other. I made the expression as thoroughly 
as possible, the boy being etherized, and the operation occupying one 
hour. The left eye was operated upon under cocaine. This plan of 
treatment, which is now being revived, is not, as some consider it, a 
new method, but seems to me a very valuable addition to the treatment 
of granular lids, and I am surprised that it fell into disuse, because in 
one case, at least, which I treated in this Polyclinic, where I operated 
upon both eyes, the trachoma was entirely cured. To cure a disease 
like this, which is essentially a chronic one, in a single operation upon 
each eye, the duration of treatment being only two or three weeks, is 
certainly a marvellous improvement upon our usual methods. The 
operation, to be successful, I think must be done with the patient under 
the influence of a general anaesthetic. I tried it in one or two instances 
under cocaine, and it did not seem to me to allay the pain at all. One 
boy jumped up from the operating-table and ran into the street during 
one of these attempts. You will notice the diflPerenoe between the 
right and left eyes in this boy : in the left, the trachomatous bodies 
are still to be seen, and I think this is entirely owing to the operation 
not having been done under general anaesthesia, for the operator is a 
very careftil man. There is some cicatricial tissue, which I think is 
due to the treatment by sulphate of copper since the expression. There 
are only isolated trachomatous follicles to be seen, the conjunctiva is 
getting pale, and there is very little swelling. After squeezing out 
the follicles thoroughly, we cauterize the conjunctiva with sulphate of 
copper, rubbing a smooth crystal over the surface just treated by ex- 
pression. This causes considerable reaction, — swelling of the lids and 
chemosis of short duration. I should not, however, be afraid to oper- 
ate upon both eyes at once, for the reaction can be easily controlled by 
keeping the patient quiet and applying ice-cloths. The only precaution 
to be observed is to avoid abrading the cornea. The clamp-forceps 
devised by Dr. Noycs are in a measure useftil for this operation, but 
they are by no means indispensable, and I think if the finger-nails be 
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remlered thoroughly aseptic, they will answer equally well. [Since 
gaining more experience in the performance of expression, I now very 
much prefer the roller-forceps devised by Dr. Knapp.] 

Here is a patient who has been operated upon for entropion of an 
extreme d^ree, due to granular lids. I show her for the purpose of 
dwelling with emphasis upcm the method of operating which I employ 
and which I recommend to you. I do not say, however, that the other 
methods are not good, but this has seemed to me to be the best. 

In entropion there is a turning in of the eyelashes so that they rub on 
the eyeball and very naturally produce the most disagreeable results. 
This patient has maculse of both comese, due to friction and irritation, 
which have given rise to corneal ulcers, which in healing have caused the 
maculfiB. These impair vision, and therefore she has only ^^ with one 
eye and ^ with the other. In severe entropion you will find not only 
the eyelashes turning in, but even the free margin of the lid, so that 
the lid has not only lost its graceful outline, but it is reefed in, just like 
a sail. This was the condition in the ])atient before us. If you will 
evert the lid of such an eye j nd carefully examine the conjunctival 
lining, you will nearly always find scars. There is hardly such a thing 
as chronic trachoma healing without resulting scar-tissue. This spoils 
the curve in what is called the tarsal cartilage, so that the lids are 
turned inward upon the globe. The tendency of cicatricial tissue is to 
keep contracting, and hence these cases grow worse. In making up 
your mind what operation to select, you will be guided by the fiict that 
you must make some scar-tissue in the back of the lid, which shall 
counteract the scars of the conjunctiva on the inner surface of the lid. 
Many such operations have been devised, but the one I recommend is 
a modification of Snellen's, and consists in removing from the back of 
the lid a small piece of skin. The amount so removed will depend 
upon the fulness of the tissue in the lid. The incision is made two to 
four millimetres above the line of the lashes, being careful not to go so 
near as to wound the hair-follicles. Having removed the skin and the 
orbicularis fibres, you reach the tarsal cartilage. You then groove this 
cartilage from the inner to the outer commissure, and remove a strip 
therefrom. Graefe's cataract-knife is the best instrument for this 
purpose. Make one incision almost vertical and another meeting it 
obliquely ; then with scissors dissect up the strip. In some cases you 
may cut through the lid ; it should be avoided, if possible, but it is 
not of much importance. Some operatoi:8 even remove, in bad cases, 
the entire tarsal cartilage. Yon next stitch the parts, the first stitch 
being passed throngh the skin and the lower end of the tarsal cartilage^ 
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then through the upper part of the tarsal cartilage, and, finally, deeply 
up under the skin. This causes immediate eversion of the eyelashes. 
You will rarely get union by first intention throughout the wound, nor 
do you wish it. You desire the healing process to cause the formation 
of cicatricial tissue. This operation, if done carefully, will succeed in 
a large proportion of cases. The instruments necessary are not only 
the knife, scissors, and forceps already mentioned, but entropion forceps 
or the clamp devised by Dr. Knapp, which is so constructed that the 
whole lid is exposed for operation, and at the same time the hemorrhage 
is controlled. The objection to many similar instruments is that the 
ring covers a considerable portion of the lid. If the entropion is 
partial, your operation may be limited so as not to include the part of 
the lid which is really inverted. 

This patient was operated upon three months ago yesterday, so that 
sufficient time has elapsed to show the result. In the left eye the result 
is perfect, but in the right eye there is a slight turning in of the eye- 
lashes at the outer angle, and that is due to the operation not extending 
up quite to the outer canthus, as I thought that there was not sufficient 
entropion in this portion. Her vision has improved to ^ in one eye 
and 1^ in the other. Many operators operate by another method, which 
gives excellent results, but the one I recommend has worked well in 
my hands, and I always advise you to hold on to such methods as in 
your own hands have proved most successful. 

In this colored boy, you know, I diagnosticated traumatic irido- 
cyclitis, and the interesting feature is that it has been caused by a con- 
tused wound. The pain on pressure is gone, and we can now say 
almost certainly that he will get well, as the cyclitic element, which 
was what we feared, is now well under control. 

SYMPATHETIC OPHTHALMIA. 

In a former lecture I spoke of the kinds of wounds likely to pro- 
duce sympathetic ophthalmia. Those of you who were present will 
remember that we placed as most important penetrating wounds of 
the sclero-comeal margin with or without entrance of the foreign body, 
then prolapse of the iris, and lastly contused wounds without rupture 
of the eye or displacement of the iris. Sympathetic ophthalmia 
we know may follow operative wounds, and this opens up a chapter 
of much interest and great responsibility. If it be true that in an 
operation for restoring a patient's sight we not only may not succeed, 
but may produce sympathetic ophthalmia in the other eye, the re- 
sponsibility of all ophthalmic surgeons is greatly enhanced, and it must 
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be known that this is a possible occurrence. Many years ago Mr, 
Critchett, of London, introduced an operative procedure which, so fer 
as I know, was among the first to give rise to sympathetic ophthalmia. 
This operation, which has fallen into '' innocuous desuetude," is known 
as iridodesis. 

You know that in cases of dislocation of tiie lens, or of central 
opacity where there was an obstacle to central sight, operations have 
been performed to displace the pupil towards the direction where the 
cornea was clear. They have not often been successful, because the 
curvature of the cornea was altered, and the new pupil was not in a good 
optical condition. Again, when done for central opacity, especially in 
zonular cataract, the operation often gives very trivial improvement ; 
hence that operation should only be chosen after careful consideration. 
The objection to iridectomy was that a large portion of the iris was re- 
moved, and the circles of dispersion were so great that vision was not 
very good ; Critchett therefore advised making a small wound in the 
sclero-comeal margin, drawing the iris far enough to bring the pupil- 
lary margin into the wound, and tying it there with a thread, leaving 
the portion embraced in the thread to slough off. By this operation the 
pupil was placed in the desired direction, with the pupillary margin still 
remaining, and the action of the sphincter also remaining, so that the new 
pupil could dilate and contract with the impulse of light Theoretically 
it was a beautiful operation, and practically it gave splendid results, and 
it was thought to be a decided improvement on former methods ; but 
very soon afterwards a case of sympathetic ophthalmia resulted fix)m 
it, and about this time Graefe reported a case where he had done this 
operation on both eyes. The patient had left his care with very good 
vision, but had returned a few months afterwards with both eyes de- 
stroyed from irido-cyclitis. Graefe attributed this result to the stretching 
of the irides incident to the iris being fiistened in the scar, but Mauthner 
raised the question whether it was not more likely that there was first 
an irido-cyclitis in the wound, giving rise to sympathetic trouble in the 
other eye. This seems to me a more rational explanation than to as- 
sume an almost simultaneous primary inflammation in both eyes. Soon 
after this a case was reported where one eye only had been operated upon, 
and the other, which was perfectly good, was affected with sympathetic 
ophthalmia ; both eyes were lost In the discussion which followed, 
Critchett said he had never seen sympathetic ophthalmia in all his cases, 
but the operation has nevertheless been entirely abandoned. 

The operation known as iridectomy, which is usually innocuous, 
has also been followed by irido-cyclitis and sympathetic inflammation 
Vol. I. 8er. 8.— 21 
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of the other eye, but I think, if it is properly done, this result must b« 
very rare. In tlie twenty years I have been operating, I have never 
seen in my own hands a bad result from iridectomy, although I have 
known of such cases occurring in the experience of others. In all 
the iridectomies which you make, you should be very careful that the 
angles of the wound are free from adherent iris, for long after the 
patient passes from your ol)servation this may give rise to sympathetic 
trouble. By far the most interesting, although sad, cases are those 
which have declared themselves after the extraction of cataract Such 
cases occurred when the old flap extraction was in vogue. This con- 
sisted in making a large flap, embracing one-half or more of the cornea, 
and then extruding the lens, either with or without iridectomy, after 
opening the capsule. Since the introduction of Qraefe's linear method, 
however, the cases of sympathetic ophthalmia have been more frequent. 
Even with such a sad drawback, the statistics of cataracts have in the 
main been better than by the old flap method, which gave rise to other 
accidents. 

In Graefe's operation the incision lies in the natural contour of 
the eye, and as nearly as possible in the sclero-comeal margin ; in fact, 
the more directly the line corresponds to this margin the more char- 
acteristic is the Graefe operation. Latterly the incision has fallen more 
within the cornea. The danger of producing irido-cyclitis lay just in 
the situation of this incision in the new operation, and it was not very 
long afi;er the operation became general before cases of sympathetic 
ophthalmia were noticed. In 1869 a patient of Dr. Knapp's lost both 
eyes from sympathetic ophthalmia aft^er extraction of cataract. If I 
remember correctly, a successful extraction was made in one eye, and 
after it had completely recovered the extraction was made in the other. 
This second operation was attended by certain difficulties, and it was 
followed by irido-cyclitis and the loss of both eyes. After this a 
number of cases followed, and in a discussion at one of the Ophthal- 
mological Congresses, many more were reported. 

If this is to be your method of operating, this danger should be 
ever in mind. I now have a patient, residing out of town, in whom I 
constantly fear sympathetic ophthalmia will develop in the uninjured 
eve. She had a traumatic cataract from the penetration of a pin in the 
sclero-comeal margin and lens, giving rise to cataract. It had to be 
extracted before it was ripe, on account of swelling and secondary glau- 
coma. The operation was followed by iridocyclitis, but she has refused 
enucleation. The shrunken stump is painful to the touch, and she is 
constantly menaced with sympathetic ophthalmia. 
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It will be interesting to note in the future whether sympathetic 
ophthalmia occurs more or less frequently in " simple extraction," now 
largely practised. It is, in a measure, a return to an old method, — Le,, 
extraction of the lens without iridectomy, together with some innova- 
tions in the technique of the operation. The incision is made in the 
cornea with Graefe's knife, but not as much of a flap as formerly ; the 
lens is extruded without iridectomy, and eserine is used to prevent 
prolapse of the iris. It gives very beautiful results. The pupil re- 
sponds to light, vision is better, and if the operation be successful the 
result is excellent; but I apprehend we shall hear considerable of 
resulting sympathetic ophthalmia. The great danger is incarceration 
of the iris, for I have seen it in many cases, and these often develop 
irido-cyclitis and sympathetic ophthalmia in the other eye. 

In regard to other operations producing sympathetic ophthalmia, I 
may say that the operation known as discission of cataract is sometimes 
responsible for this complication. I have seen severe reaction after 
this operation, but I have never seen an irido-cyclitis or sympathetic 
trouble. Mauthner, however, says such cases have been reported. 
The danger is very much greater in cutting the capsular membranes left 
after a cataract extraction, and this is especially likely to be the case if 
they are tough, and if the operation be done long after the extraction. 
It is comparatively easy to perform the secondary operations if the 
proper time be selected, and this should be as soon after extraction as 
the eye becomes free from all other symptoms of irritation. At this 
time the operation is easy and free from danger, but when you cut into 
the secondary membranes aflx;r they become old and tough, you drag 
on the ciliary processes, and just in proportion to the amount of trauma 
inflicted by the operation is the danger of exciting irido-cyditis. 

I conclude the category of operations likely to give rise to sympa- 
thetic ophthalmia by reference to the methods of removing staphy- 
lomata of the cornea. Mauthner, in his book, — so complete in most 
respects, — has neglected this. It is usually supposed, where there is 
staphyloma of the cornea, that the operation for its removal, which is 
for a cosmetic effect, cannot be attended with any considerable danger, 
on the supposition that the ciliary nerves, which are supposed to trans- 
mit sympathetic disease, have been destroyed. Another method of 
Critchett's is responsible for these cases of sympathetic ophthalmia 
which have come from operating upon staphylomata. This method 
consists in thrusting through the base of the staphyloma four to Ave 
curved needles of considerable size, each carrying a suture. They 
transfix the base of the staphyloma, which is then cut off* with Beer's 
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knife and scissors ; then the needles are drawn through and the sutures 
tied. The result is a very pretty stump. Simple as this operation 
seems^ it has in several instances excited sympathetic ophthalmia. The 
best method of all b that devised by Knapp. It consists in pursing 
up the conjunctiva around the staphyloma, just as you would pucker 
up the mouth of a tobacco-pouch, in such a way as to cover the defect 
left by cutting off the staphyloma. This does away with the danger 
mentioned, because the n^les do not pierce the ciliary r^on. The 
wearing of artificial eyes on sensitive stumps, especially where there is 
still transparent cornea, or where the eyeball itself b at all irritable, 
is likely to give rise to sympathetic ophthalmia ; and there are instances 
on record in which an irritable nerve has been left, and has transmitted 
the sympathetic ophthalmia. 
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DEVIATED SEPTUM. 

CLIiriCAL LXCTURB DKLITSRBI) AT THB NEW YORK POST-GRADUATE MEDICAL 

SCHOOL. 

BY CHARLBS H. KNIQHT. M.D., 

Professor of Laryngology and Bhinology in the New York Post-Graduate Medical 

School ; Sui^geon to the Throat Department of the Manhattan Eye and Ear 

Hospital, New York. 



Gentlemen, — The first case we have to examine to-day represents 
a very common and troublesome type of di8ease,^^evlated septum. 
The patient is a boy, twelve years of age, whose mother tells us that 
she has noticed for the past two years that he has been unable to breathe 
freely through the right nostril. The difficulty has been gradually 
increasing until now he cannot inspire except through the left side, 
the right ala collapsing with each inspiration. The boy sleeps with 
open mouth at night, breathes heavily, and it is observed that his voice 
has a nasal quality. His general condition seems to be good. On 
raising his head and illuminating the orifices of the nose, we see that 
the right naris is occluded by a red, tumor-like mass, beneath which 
I am barely able to pass a fine probe. On looking into the left nos- 
tril, we find a corresponding concavity, with a wide expansion of the 
latter passage. On using the rhinoscopic mirror, and making a post- 
nasal examination, nothing abnormal can be found beyond a slight 
congestion of the rhino-pharynx. It is obvious, then, that we have 
to deal with a deflection of the septum, involving only the quadran- 
gular cartilage. 

The etiology of these cases has been a subject of much discussion. 
The condition appears very early in life, and has been pronounced by 
some observers to be congenital in certain cases. A very small propor- 

825 



Digitized by 



Google 



326 INTERNATIONAL CLINICS. 

tion of the patients thus affected have syphih's, but it Is very doubtfiil 
whether syphilis is an etiological factor in the production of the de- 
formity. Occasionally thefee cases are observed to be scrofulous, but 
so rarely are they distinctly so that we cannot consider scrofula to be 
a predisposing cause of this condition. Seiler, of Philadelphia, and 
others have observed an extreme degree of hypertrophy of the turbi- 
nated body on the concave side of the deviated septum, which has led 
them to conclude that the enlargement of the turbinated tissue was the 
cause of the deflection. When we pause to consider the function of 
the turbinated bodies, we shall probably be led to the opinion that the 
hypertrophy is rather a consequence than a cause of the deviation. 
The erectile tissue covering the inferior turbinated body is placed in 
the position it occupies for the purpose of warming, moistening, and 
filtering the inspired air. When the septum becomes bent to one side, 
an undue volume of air is admitted to the nasal chamber, and the turbi- 
nated tissue, in order to accomplish its function, must undergo enlarge- 
ment. Were the reverse true, we should probably find that pressure 
from the hypertrophicd turbinated body sufficient to push the septum 
out of the median line would at the same time induce erosion or 
ulceration of the septum, conditions which are never found to exist in 
these cases except upon the convex side of the septum. We therefore 
conclude that the hypertrophy of the turbinated body is not the cause 
but is a result of the deviation. Undoubtedly, in the vast majority of 
cases, traumatism is a prominent etiological factor, although in but a 
few can we find a distinct history of injury. Repeated trifling blows 
on the nose from falls, or otherwise, may lead to a bending of the 
cartilage, which becomes still further aggravated as the child develops, 
in consequence of a chronic inflammation of the Schneiderian mem- 
brane resulting from the obstruction. - The frequency of the lesion is 
very startling. An examination of a large number of noses in the 
living subject, and of a still larger number of skulls in various muse- 
ums, has led Morell Mackenzie to conclude that deformities in varyi 
ing degree exist in at least seventy per cent. Zuckerkandl's exami- 
nation of the cadaver showed that about forty per cent, of the cases 
examined presented more or leas distortion of the septum. In a large 
proportion of cases the deviation is accompanied by more or less thick- 
ening — ecchondrosis, hyperchondrosis, or exostosis — of the septum. 
An attempt has been made by many observers to classify these deform- 
ities. Loewenberg has divided them into vertical, horizontal, and ir- 
regular, subdividing the horizontal into superior and inferior. Various 
modifications of this classification have been proposed. In view of 
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the gradations and variations in the situation and shape of these de- 
formities, the practical utility of such a classification is not apparent 
The traumatic theory of causation receives more or less substantiation 
from the fact observed by Bosworth and others, that they are apt to lie 
along the sutural lines, — that is, we find them nmning obliquely up- 
ward and backward near the junction of the quadrangular cartilage 
with the vomer and with the perpendicular plate of the ethmoid. In 
the particular case before us it is observed that the deviation is not 
restricted to either of those situations, but seems to involve the entire 
cartilage, giving one the impression that there has been an overgrowth, 
as though the development of the median support of the nose had con- 
tinued long after the bones of the face had become consolidated, so 
that there was not room enough in a vertical line to accommodate the 
septum, and consequently bending took place. Deviations vary greatly 
in shape as well as in situation ; in some cases they are distinctly an- 
gular, and present quite a sharp, prominent edge, which in the course 
of time may become eroded, or even ulcerated, either in consequence of 
injury induced by the habit of picking the nose with the finger, or as a 
result of other irritation, such as the violent blast of inspired air upon 
the cartilage. 

The symptoms referable to this condition arc ordinarily simply 
those of nasal stenosis, and we find our patients complaining of in- 
ability to breathe satisfactorily through the obstructed nostril, and fre- 
quently, as in this case, while expiration on the stenosed side can be 
carried on, when the patient undertakes to inspire, the ala of the nose 
is drawn against the prominent cartilage in a valve-like fashion, and 
entirely cuts off the current of air. Not uncommonly there is a con- 
siderable d^ree of external deformity. In tracing the outline of the 
cartilage with the fingers, we find that the anterior margin is displaced 
to one or the other side, and the tip of the nose may be tilted. We 
observe, too, that the nostrils are unsymmetrioal, one being much larger 
than the other. In addition, the effect upon the timbre of the voice is 
frequently quite marked ; there is a lack of resonance which is often 
quite characteristic. Finally, we sometimes meet with a variety of 
n*flex symptoms which are to be distinctly attributed to this deformity. 
They are much more common in patients of a neurotic temperament. 
These symptoms consist of various disturbances of audition and of 
vision. A few cases are on record in which a choreic movement of 
the facial muscles on the affected side was dependent upon this disorder. 
The diagnosis is seldom attended by any difficulty, provided a careful 
examination be made. The condition has, however, been mistaken for 
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nasal polypi, for eochondrosis, and for exostosis, and it has occasionally 
happened that the tubercle of Zuckerkandl — ^that aggr^ation of erectile 
tissue which is symmetrically placed on each side of the septum at 
the level of the middle meatus — has been looked upon as a deviation 
of the septum, and the attempt made to remove it. 

It is obvious that the treatment of this condition must vary with 
the situation and shape of the deformity. In young subjects, in whom 
we generally have to deal with a deviation pure and simple, something 
may be accomplished by persistent pressure with the finger upon the 
convex side of the septum. There is one danger, however, in resorting 
to this procedure, — namely, that the irritation resulting from the press- 
ure may excite a perichondritis, or an inflammation of the cartilage 
itself, which will eventually lead to erosion of the cartilage and per- 
foration of the septum. This procedure is not available when the 
cartilage is very much thickened or is excessively redundant In the 
latter case, relief from the symptoms may be obtained by the simple 
process of slicing off with a knife the excess of cartilage, and so re- 
storing in a measure the calibre of the nasal passages. Heylen and, 
more recently, Roberts have recommended submucous resection of the 
overgrowth, a curved or V-shaped incision being made in the soft parts, 
and the flap thus formed is dissected up with the perichondrium, in 
order to expose the subjacent cartilage, which may then be removed 
with a chisel, saw, or knife. In adults, and in cases of long standing 
at any age, the knife cannot be used effectively, for the reason that we 
often find that the cartilage is beginning to undergo ossification. 

Several methods of external operation may be referred to. The 
first is that of Demarquay, who recommended a median incision along 
the dorsum of the nose, in order to expose the interior of the nasal 
chambers. Post modified this method by making his incision along 
the alar fissure. He recommended separating the columna and tilting 
the nose upward. Rouge resorted to a still more radical procedure, 
which has been recently again proposed for a simple deviation, con- 
sisting in a separation of the upper lip, together with the tip of the 
nose, the tissues being divided by an incision along the gingivo-labial 
furrow, thus avoiding an external incision. Such radical procedures 
would hardly seem to be warranted by the condition, and it can 
certainly be equally well treated by less heroic measures. A simple 
method of giving the patient relief was first suggested many years 
ago by Blandin, who was in the habit of cutting out an oval por- 
tion of the redundant cartilage by means of a punch, no attempt 
being made to remedy the deformity. It is difficult to see how this 
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method oould give die patient much more than imaginary relief, espe- 
cially in those cases where the deformity extends so far backward as 
to involve the vomer itself. This method was modified by Steele, who 
used a stellate punch. The cartilage having been divided, the trian- 
gular fragments thus formed could be pressed over to the middle line, 
where they were held in position by plugging the nostril. The most 
rational operation and one of the most efifective methods of dealing with 
these cases is that suggested by Adams, who was in the habit of seizing 
the cartilage with a pair of broad-bladed forceps and by a turning and 
twisting process detaching it. Having made it perfectly loose, a fixa- 
tion clamp was adjusted, followed after three or four days by the 
insertion of ivory plugs into the nostril, which were retained long 
enough to insure against recurrence of the deformity. It is the custom 
of Jarvis to transfix the projecting and thickened cartilage with a 
needle and remove the excess with a cold-wire snare. He also has 
devised a rongeur forceps for nibbling off the excess of cartilage. 
When the cartilage has become ossified, or when the deformity involves 
the bony tissue at the posterior part of the nasal chamber, a flat or 
concave chisel, as suggested by Seiler, will be found very useful. In 
the majority of cases, when the cartilage is greatly thickened as well 
as deviated, the best instrument for remedying the deformity is the 
saw. It has the advantage of giving a clean, smooth wound, upon 
which the secretions are not apt to be retained and undergo decompo- 
sition. The angular hand-saw of Bosworth, or a straight saw, the 
latter having the advantage that it can be used in both an upward and 
a downward direction, may be selected. It is obvious that no more 
tissue can be removed than the cutting edge of the saw is able to reach, 
so that a wound which looks very well immediately after operation 
will in the course of repair become filled up with new tissue, until 
after the lapse of some weeks we shall find more or less of a recur- 
rence of the original deformity. This objection to the saw does not 
apply to the various drills and trephines which are in common use and 
which are operated by the electro-motor. With the latter instrument 
we are enabled to go to any desired depth and produce a concave 
wound which gradually fills up to the general surface. The hemor- 
rhage after all these operations upon the nasal septum is fixxjuently 
very profuse. The use of chemical haemostatics is, as a rule, not to 
be recommended. One of the best methods of controlling the bleeding 
is by the insertion of pledgets of cotton soaked in very hot water, or by 
irrigation of the nasal fossae by a stream of hot water from a fountain- 
syringe or an ordinary nasal syringe. It is seldom necessary or 
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desirable to plug the nostrils for hemorrhage after such operations, 
and we can dispense with plugs for retaining the septum in position 
if we resort to a mode of treatment suggested by Roberts, of Phila- 
delphia. It is a combination of various procedures which have been 
referred to, with certain modifications. It consists in making an in- 
cision with a bistoury through the septum at its most prominent point ; 
the forefinger having been passed into the nostril on the convex side 
of the septum, a sharp-pointed curved bistoury is introduced into the 
concave nostril, the septum punctured, and the blade of the instrument 
drawn down towards the tip of the nose in such a way as to make a 
complete division of all the structures composing the cartilaginous 
septum. The upper and lower fragments thus formed are seized in 
succession by Adams's forceps and separated from their attachments 
without laceration of the mucous membrane. The secret of success lies 
in this step of the operation. The resiliency of the cartilage must be 
completely overcome by thorough detachment of the fragments, which 
are afterwards to be held in position in the following manner : a brass 
pin about two inches long is passed through the columna from the 
concave side ; it is then turned and passed obliquely upward and back- 
ward across the incision previously made, through the cartilage above 
and beyond the incision, its point being buried in the soft tissues 
covering the vomer. The head of the pin is provided with a leaden 
ball which may be compressed on the shaft, and which is concealed 
in the vestibule of the naris, the excess of the pin being cut off with 
forceps. Thus the deformity is over corrected, and we find that the 
nostril originally patulous is now less free than the nostril formerly 
occluded. The pin should be allowed to remain in position for at 
least a week ; on its withdrawal, we shall find that the cartilage will 
gradually spring back towards the middle line and perhaps even be- 
yond it. We shall also find that the fragments have overlapped 
each other in such a way as to lead to a considerable thickening of the 
tissues, which may require to be shaved down with a knife or with a 
cautery. The advantage of this method of handling simple deviation 
of the septum consists in tlie fact that we are able to dispense entirely 
with plugs, and nasal respiration is permitted during the entire period 
of convalescence. 

The after-treatment is very simple. It consists merely in keeping 
the patient quiet and in daily irrigations of the nostrils with almost 
any of the well-known detergent solutions, — either Dobell's solution, 
or a solution of boric acid, or, better still, a solution of oil of eucalyptus 
or eucalyptol in fluid albolene, in the proportion of twenty drops of the 
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oil to one ounce of albolene. The last-mentioned combination in- 
cludes antisepsis and protection to the wounded tissues, and prevents 
the accumulation and decomposition of irritating secretions. In 
addition to a necessity for removing thickened pieces of cartilage 
when the fragments have overlapped, we shall not infrequently find 
projecting from the floor of the nose in these cases a spur or ridge 
of bony tissue, which will require removal by means of the saw or 
chisel. 
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ACUTE DISEASES OF THE TONSILS. 



CLINICAL LECTURE DELIYSBEB AT THE YANDERBILT CLINIC.^ 

BY OBOROB M. LBFFBRTS, M.D., 

Clinical Professor of Laryngoscopy and Diseases of the Throat, College of Physicians 
and Surgeons, New York. 



Gentlemen, — It is a practice among mauy medical men to be less 
particular than they should be in their classification of tonsillar diseases. 
With a certain class of gentlemen two terms cover all acute diseases of 
the tonsils,— quinsy sore throat and diphtheritic sore throat ; sometimes 
there is added ulcerated sore throat. The public also are extremely 
apt to speak of diphtheritic sore throat, — a delusion in which they are 
encouraged by their medical advisers. As a matter of fact, all the 
acute diseases of the tonsils are perfectly distinct in their appearance, 
their pathology, and their symptomatology. As for their classification, 
I would say that inflammation may attack the parenchymatous tissue 
of the tonsils, or it may attack the secreting tissue of the tonsils, or it 
may attack the tissues that lie about the tonsils. If it attacks the 
parenchymatous or peri-tonsillar tissue, it will, in ninety-nine cases out 
of a hundred, terminate in abscess, — quinsy sore throat If the secreting 
tissue is attacked, you will rarely see an abscess, but will have follicu- 
lar tonsillitis. Now, this is certainly a very simple classification, and 
seems to me to cover all inflammatory affections of the tonsils which 
you will be ordinarily called upon to treat. If the inflammatory process 
attacks the parenchymatous tissue of the tonsils, it usually terminates 
in abscess. The abscess may be located in the interior of the tonsil, 
but you will rarely be able to discover its situation by palpation. An 
abscess will usually occur, however, outside of the tonsil ; it may occur 
behind the tonsil, to the outer side, or in front of the tonsil. You 
then have a peri-tonsillitis, and ordinarily you will find the collection 
of pus to the upper and outer side of the tonsil. If the abscess is 
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situated in the interior of the tonsil^ it will be utteriy useless^ in the 
majority of cases, to take a sharp-pointed knife and penetrate into the 
tonsil with the idea that you will be fortunate enough to strike the 
purulent collection. You are not able to locate it exactly, nor will you 
know when it breaks nor where it breaks, excepting that your patient 
tells you that he has experienced immediate and wonderful relief. When 
the abscess lies outside the tonsil, palpation will enable you to see 
where it points, and show you where to open it. 

In acute follicular tonsillitis there is an inflammation of the 
secreting tissue of the tonsils. The inflammatory products, mixed 
with mucus, gradually dam up a little follicle or cr}'pt until the 
mouth is reached; the secretion overflows and forms a whitish or 
yellowish spot on the tonsil. Instead of afiecting only one crypt or 
follicle, it may afiect a dozen or more ; each follicle in an active state 
of inflammation, each filled up with this cheesy mass which overflows 
and distributes itself on the surface. These masses may coalesce and 
form a pseudo- membrane, yellow or white in color, and both tonsils 
may be covered by it. Now you can add to this picture the fact that 
these tonsils are enlarged by the inflammatory process ; that they are 
angry-looking, projecting tumors ; that if both are inflamed they may 
meet in the median line. The disease may commence with a chilly 
feeling, followed by a temperature of 101^, 102^, 103^ F., and in 
children even 104® F. There is marked prostration accompanying the 
disease. 

I will speak of two errors in diagnosis. The first is the tendency 
to call these cases of acute follicular tonsillitis ulcerated sore throat. 
Ulceration of the tonsils is extremely rare, except in syphilis and 
cancer. The second error in diagnosis is sometimes extremely difficult 
to avoid. It is to call acute follicular tonsillitis diphtheritic sore 
throat, and by that I mean diphtheria. It is a diagnosis which the 
practitioner is constantly called upon to make. With a little knowl- 
edge of the natural history and appearance of the two diseases, you can 
usually make your diflTerential diagnosis. Take a case where there is 
a confluence of the pultaceous masses, forming a pseudo-membrane 
which covers more or less of the tonsils : it closely simulates what is 
called catarrhal diphtheria, — ^the milder form of pharyngeal diphtheria. 
I will mention the two simplest methods of making the difi*erential 
diagnosis, throwing out of consideration the microscopical examination 
of the membrane and other tests which are impracticable when the 
physician is quickly called upon to decide whether the child should be 
isolated or not The first is: if it be diphtheria, the membrane will be 
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adherent and cannot be raised without leaving an abraded, perhaps 
bleeding, surface beneath it If it be the result of the coalescence of 
the products of several of the follicles, — in other words, acute follicular 
tonsillitis, — yon can lift up that pseudo-membrane, and see that it is 
drawn out of the pits or follicles as you pull it away, and can after- 
wards pass your probe into their open mouths. The second diagnostic 
point is this : if the case be one of diphtheria, and the tonsils are well 
covered with the diphtheritic membrane, the chances are that the mem- 
brane will extend and that you will see a patch upon the uvula, the 
soft palate, or the posterior pharyngeal wall. If the case be one of 
acute follicular tonsillitis, that pseudo-membrane will never leave the 
tonsib. 

How are you going to treat your case of acute follicular tonsillitis ? 
The attacks are usually recurrent. The first point, then, is the pre- 
ventive treatment, — that is, simply to remove those tonsils in the 
interim between the recurrent attacks. If the preventive treatment 
has not been employed, what can you do? Can you abort the disease? 
This can perhaps be done by a large dose of quinine, if it is taken early 
enough ; or aconite may do it. Fleming's tincture of aconite may be 
given in doses of one minim every hour until three doses have been 
taken, or until the physiological effects of the drug are obtained, — the 
peculiar dryness of the fauces, with the tingling sensation. Antipyrin 
for the fever, and later quinine, will now be the rule. 

After the disease has once become established, the inhalation of 
steam as hot as can be borne is grateful to the patient in the earlier 
stages. This relaxes and softens the tense parts and loosens the 
pseudo-membrane, enabling you to draw it out from the inflamed folli- 
cles. Gargles I do not recommend, nor are astringent sprays likely to 
be of any use at this stage. After the acute stage has passed off, the 
thing to do is to brush those tonsils with a broad throat-brush dipped 
in a solution of the tincture of the chloride of iron, one drachm to the 
ounce of glycerin. This solution, applied each hour to the inflamed 
tonsils, is the best remedy I know of. The ordinary throat-brush sold 
in the drug-shops is utterly useless. I employ a broad, flat brush, sold 
in the paint-shops, which is used by the kalsominers. It is about one 
inch broad, and stiff enough not to bend on itself. 

This same solution of iron, given in drachm doses internally, is a 
useful addition to your local treatment. Later on, when the pseudo- 
membrane is thrown off, you can commence with the local application 
of astringent sprays, made three or four times a day. For this purpose 
employ the sulphate of zinc, the chloride of zinc, or the ferri et ammonii 
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sulphas. The constitutional indications must be met with quinine, etc., 
and a nutritious diet should be given. 

A word or two next of quinsy sore throat. Picture to yourself a 
patient who is unable to move his jaws except with intense pain; 
unable to swallow without constant fear of the regurgitation of fluid 
into the nasal passages; the breath exceedingly fetid; high fever; 
profuse secretion of saliva. The patient is sleepless^ and even deliri- 
ous. The i*elief you can give your patient, when the abscess is foimed 
and you can feel fluctuation, is to open it at once. The preventive 
treatment of this disease, as in acute follicular tonsillitis, is amputation 
of the tonsils. Even after this is done, the abscess sometimes recurs 
in the stump of the tonsil. Still, the chance is small and does not 
militate against the advisability of amputating the tonsils in patients 
who suffer from recurring attacks of quinsy sore throat. 

The subject of direct treatment I approach with considerable hesi- 
tation. It is utterly impossible for me, in the limited time at my 
disposal, to give you even the names of the drugs that have been 
recommended for this disease. Every one in the Pharmacopceia has 
been tried at one time or another. Many have been warmly advocated, 
among them silver nitrate and guaiacum, specially for the purpose of 
aborting an attack. Possibly guaiacum may have done it; silver 
nitrate never has. When an attack of quinsy sore throat has once com- 
menced it cannot be aborted. The common-sense surgical principle is 
this : there is an abscess forming either in the tonsil or in the peri- 
tonsillar tissue. The best thing to do is to apply constant heat and 
moisture, and try to bring it to a " head." As soon as you can make 
out fluctuation you incise it, and the disease is at an end. This is 
the common-sense treatment of abscesses in other parts of the body, 
and it should be applied to tonsillar abscesses as well. A small, 
square flaxseed poultice will fit just beneath the angle of the jaw, and 
have it constantly kept hot. Let the patient inhale steam or hold hot 
water in his mouth, with his head thrown backward. Do not give 
him gargles or drugs. When the abscess is formed, make a small 
incision, open it as I have told you, and give your patient that great 
and quick relief which inevitably follows. 
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Gentlemen, — ^This woman is thirty-one years of age. For the 
last ten years her general health has been very good, and during the 
same length of time she has been complaining of a smothering sensa- 
tion in the throat. She says she has to clear the throat frequently, 
and at times, especially in cloudy weather, she experiences a feeling as 
if something were over her face, as a veil or heavy cloth, through 
which she is compelled to breathe. She says if she could clear out the 
throat she would feel better. She complains, also, of ringing in both 
ears. There is no wheezing or rattling. I find nothing in the larynx 
to account for the smothering sensations. We may possibly account 
for this afler an examination of the chest. Upon examining her nose 
I find nothing there to account for the trouble with the ears. We have 
here what is spoken of as throat-deafness. Any form of deafness 
coming from throat-affections is classed under this head. Sometimes 
it comes from inflammation of the naso-pharynx, sometimes from 
pressure on the Eustachian tubes. There is nothing in the nares to 
account for this tinnitus aurium, so we apprehend that in this case the 
trouble in the ears and throat has come altogether from the pharynx. 
Upon examining the pharynx we find only a very little of the granular 
condition that was here some time ago. You will see a little welt 
raised up one-eighth of an inch on both sides. It is due to enlarge- 
ment of a number of follicles. The woman has had some treatment. 
Her throat has been cauterized by the galvano-cautery. 

This is a disease known as chronic pharyngitis, clergymwi's sore 
throat, hospital sore throat, and by numerous other names. Of the 
means for treating it there are not many of any special value. The use 
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of astringent gargles and drugs, and the use of sprays, maj be rcoom- 
mended^ but they do not give very great relief to the patient. There 
are some cases in which I have found great benefit from the application 
of muriate of hydrastin to the naso pliarynx, — one part of the latter 
to two of powdered acacia. Where there are follicles of deep-pink 
instead of red color, — that is, where there is simply a uniform deepening 
of the normal color, — ^you will very often get most excellent results from 
this remedy. This application should be made three times a week for 
a time, and subsequently less frequently. Some of these cases can be 
relieved very promptly in this way, but where there is much congestion 
it does not have much effect Where it is of a light color I do not 
find much benefit from any of the local astringent applications. The 
astringents so used are very numerous. The vegetable dnigs of this 
class I do not like; I prefer the mineral astringents. Chloride of 
zinc, some of the iron salts^ or sulphate of copper, about twenty grains 
to the ounce of water, may be used. Have tlie patient use also some 
milder astringent spray at home. Quinine may be given in tonic doses 
three or four times a day. It will frequently be found that where this 
granular appearance exists there is at the same time a disturbance of 
the digestive organs. The latter should be carefully looked after and 
corrected. 

In a large proportion of cases the trouble starts from the nasal 
cavity, which must be put into a healthy condition. In case the 
general health is poor it is well for you to look to that, and not rely 
entirely upon local treatment. In this case, however, where there is 
nothing of the kind, it is doubtful whether treatment of the nose or 
any internal medication would prove of any great value. 

I omitted to speak of nitrate of silver as a remedy. It is one 
which is exceedingly uirpleasant and which I seldom use except as a 
last resort. *The London paste is a most useful caustic application in 
these cases. Another method is to cut through one of these large 
follicles and press a piece of nitrate of silver into it until you have a 
good cauterization. The galvano-cautery may be employed, and is the 
best means for getting rid of the hypertrophied follicles. Where there 
are long welts along the side of the pharynx I use a small electrode. 
These welts just back of the pillar will cause more pain and soreness 
Uian in any other place. I do not know of any means that will get 
rid of these as well as the galvano-cautery. Where the mucous mem- 
brane has the appearance of being two or three times as thick as it 
ought to be, you will use your various astringents and chemical caustics 
without very much satisfaction. You will finally have to resort to the 
Vol. I. Ser. 8.-22 
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galvano-cautery in most of thesecases. I have had rather better results 
by making a long, transverse cauterization with an electrode which has 
a wire about a centimetre in length. In this way you will be able to 
get rid of some of the most obstinate cases where other ti*eatment has 
proved unavailing. 

In the case which we have here there is nothing further to treat 
except the small welts on one side. The sensations she speaks of — 
that of wishing to clear the throat, and the smothering — undoubtedly 
originate in the pharynx. In any case complaining of smothering 
sensations you must examine the kidneys also. I find nothing in the 
heart or lungs to account for this. She voids urine frequently, but 
that is a symptom of no definite value in renal troubles. It would 
not be safe, however, to make an absolute diagnosis until the urine has 
been examined. I think the trouble comes entirely from the throat. 
I shall have a strong tincture of iodine applied to the pharynx in this 
ease to-day, and would advise a re|)etition of the treatment about three 
times a week for two or three weeks. 

FOLLICULAR PHARYNGITIS. 

This woman has felt badly about four weeks, complaining of the 
throat at first and subsequently of pain through the temples and fore- 
head. It is especially severe at night. There is dryness of the throat 
and pain when she swallows, but she has great diiscomfort sometimes, 
simply from the dryness. Within the last week she has become so ill 
that she has been obliged to give up work. I find her pulse to-day 
118; skin hot, though moist. She has no appetite; thinks she has 
some fever. The tongue is coated white, but not thickly. She com- 
plains of no pain elsewhere, but feels thoroughly used up. 

In this case, instead of the little welt at the side of the pharynx 
that I spoke of in the preceding case, we have a large welt about half 
an inch in width, with numerous little yellowish erosions or ulcerations 
over it, and in certain places yellow secretion beneath the surface. It 
has a rather worm-eaten appearance. It is not smooth, as in the other 
case, but slightly nodular. It extends down below the base of the 
tongue. It is quite difficult to depress her tongue, therefore we cannot 
see the whole throat. The tonsils and soft palate show nothing patlio- 
logical. The base of the tongue is heavily coated. 

The question of diagnosis here is not as simple as one might wish. 
This pain coming on jmrticularly at night is very suggestive of specific 
trouble, but in that case we should be very likely to find symptoms 
pointing to constitutional trouble, which are absent in this patient. 
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We should also find a degree of ulseration much more extensive than 
this. We should find a large number of small ulcers. They are here 
an inch or so in diameter, and there are a number of these small ulcers. 
It has the appearance of chronic follicular pharyngitis. T am inclined 
to pronounce it a simple case of that kind. In consequence of ex- 
posure it has become worse, but the trouble is confined entirely to one 
side. It is very apt to extend across to both sides. Look at this case 
carefully. The temptation to pronounce it specific would be very great 
if you had not carefully studied similar cases without any specific 
history. 
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* Gentlemen, — At recent clinics we considered the importance of a 
thorough knowledge of diseases of the upper air-passages, the progress 
which has been made of late in methods of studying and treating these 
diseases, and the instruments which are required for examination and 
diagnosis. To-dav, before looking at any patients, we may well take a 
few minutes to study how best to approach them and how to ascertain 
Avith the least delay the cause of their troubles. 

In examining patients we want, jirsty to secure their confidence. 
Very little can be done for those who do not trust us. The instinctive 
dread of pain makes them cowards, and the surgeon must have that 
in his heart which, expressed in his face and manner, will allay fear. 
By word and act he must soothe and give assurance that he would save 
from suffering and not needlessly cause it. A surgeon's sympathetic 
touch inspires confidence. He may be firm and decided ; he must be 
skilful and kind. 

Second, Have your patient sit by a table, so that he may rest his 
arm upon it, and take your position in front of him. His knees should 
be brought together, yours separated, one each side of his, or place your 
knees together on either side of his. Your patient should sit squarely 
facing you, otherwise his neck will be twisted, which Avould bring the 
constrictor muscles into prominence and might mislead you to think 
them a tumor in the pharynx ; this would certainly destroy the normal 
symmetr}^ of the parts. Have your light, instruments, and other appli- 
ances accessible. I prefer them at my right, but others have them at 
their left. It is much a matter of habit, though to avoid reaching 
across you must have them on your right, if you are right-handed. 
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Use your head-mirror over the eye nearest the light Be ambidextrous 
in the use of instruments, if possible. With reference to the kind of 
light to be used^ I would say the best is undoubtedly that from gas or 
oil. I have never been able to use electricity with entire satisfaction. 

Third, ^^in your examination by observing the external form 
and condition of the nose, mouth, and neck. Here you will possibly 
get a suggestion that will direct your further investigation. Ask your 
patient, " Of what do you complain ?*' In his reply you may learn 
not only that for which he consults you, but the quality of his voice, — 
whether hoarse, nasal, feeble, causing pain, etc., — and if his hearing is 
impaired. Consider carefully, and record if possible, all subjective^ 
symptoms ; then examine the mouth, fauces, and pharynx. Here you 
will pretty certainly find a clue to your patient's malady, to be followed 
up. If the cause of his trouble is not indexed here, and he is hoarse, 
examine the larynx. This you will do by having the patient protrude 
his tongue, which gently grasp between the thumb and forefinger of 
the left hand, the tongue being covered with a small, clean doily. 
Avoid drawing the tongue forcibly down on the teeth. Take the 
largest laryngeal mirror that you can use in his throat in your right 
hand, and warm it over the lamp by holding the glass towards the 
flame, — not the back of the mirror, for it is the glass that needs to be 
warmed. Test its, temperature by touching the back of the mirror 
to the " anatomist's snuff-box,^' not to your face. 

Hold the mirror as you would hold a pen, introduce it carefully but 
quickly, and press it gently against the soft palate at such an angle as 
will reflect to your eye the best picture of the inferior pharynx and 
larynx. Having the mirror set at a double angle with its shank — 
ie., backward, with its right border twisted towards you — will enable 
you to change its reflecting surface by simply rotating the handle. 

Like the pursuit of happiness, you will find this investigation beset 
with difficulties, but I assure you most of them will yield to your per- 
sistent efibrts. In some cases we can never see into the larynx, owing 
to an overhanging epiglottis or other malformation. 

The parts to be carefully observed in these examinations are the 
tongue at its base, the lower portion of each tonsil, the epiglottis, the 
arjepiglottic folds, the arytenoid cartilages, the ventricular bands, the 
vocal cords, and the trachea. 

The appearances most likely to be found are varices at the base of 
the tongue and an enlargement of the lingual tonsil, which looks like a 
thickened mass below the papillaecircumvallatse. The faucial tonsils may 
be enlarged in their lower section and require excision. The epiglottis 
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is variable in size and shape, and is subject to oedema, to ulceration 
from syphilis, tuberculosis, and carcinoma. The aryepiglottic folds, 
arytenoid cartilages, and ventricular bands are more rarely the seat of 
primary disease, but may become involved by disease from adjacent 
parts. The vocal coi*ds are liable to acute and chronic inflammations, 
to ulceration from various causes, to numerous neoplasms and neuroses, 
to infective diseases, and to irritation from foreign substances. 

But it would take more time than is allowed for this clinic even to 
mention the things we ought to know concerning this subject, and 
much longer if I attempted to tell all we do not know. Six weeks or 
six years would not suffice to exhaust the subject, because the lines 
diverge as we advance. At a future time we will continue this subject 
of examination and semeiology. 

This first patient complains of pain "back in the nose.'' Her 
throat is unusually tolerant, so the examination is comparatively easy. 
Please observe the posterior wall of the pharynx. The appearance 
indicates a chronic pharyngitis. A mass of tenacious mucus covers a 
portion of the membrane. The superior phar}'nx api^ears not unlike 
the oro-pharynx. We find a varicose condition of the veins at the base 
of the tongue, but the tonsil of the tongue is not enlarged ; the epi- 
glottis and arytenoid cartilages are quite normal, but the vocal cords 
are of a pinkish hue, indicating Fome congestion, and there is a little 
swelling of the larynx above the vocal cords. It is an interesting and 
instructive case, and we must find the cause of all this trouble. Let 
us examine the nasal cavity anteriorly. We find an enlarged inferior 
turbinated body. An enlargement like this usually results from the 
irritation of acrid secretions, which would also cause the trouble found 
in the pharynx and larynx. The inferior turbinate is quite pendulous, 
and lies upon the floor of the nose. Tliis condition is more likely to 
cause hoarseness and cough than any other which we find in the nose. 
It is specially true with persons who use the voice much. I will make 
an application of a ten-per-cent. solution of cocaine to this mass, for 
the double purpose of determining whether the tissue is permanently 
hyperplastic or simply swollen, and to lessen the sensibility of the 
part. An instrument w^hich is very serviceable for removing this pen- 
dulous mass is Professor Smith's canula scissors ; by rotating the inner 
canula a portion of the growth can be readily cut off. When this in- 
strument is not at hand, we may use other scissors, and one of tlie best 
is Professor Knight's, which I show you. The former instrument is 
preferable, because it crushes the tissue and so lesvsens the liability of 
bleeding. We have not determined the cause of this woman's pain. 
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It 18 probably due to an iovolvemeut of the palatine nerve, as a branch 
of this nerve is distributed over the inferior turbinated body, and 
pressure here might be referred to posterior filaments. Under the 
influence of cocaine the swelling lias subsided, but the turbinate is yet 
too large. We speak of it as an hypertrophy, though it is probably 
a hyperplasia ; an oi^eration will be required to reduce it. A linear 
incision with the cautery knife might be of service, although an appli- 
cation to a limited area by means of this wire probe, bent upon itself 
till the parts touch, of a saturated solution of monochloracetic acid 
will answer the purpose very well in this case. I do not like chromic 
acid, for it may be absorbed and produce constitutional effects. I 
think that monochloracetic acid or trichloracetic acid is preferable to 
all other escharotics for the nose. A drop of carbolic or of mono- 
chloracetic acid is sometimes injected directly into the tissue, but the 
objection is, we cannot regulate with accuracy the quantity injected, 
and the extent of the resulting slough is uncertain. I think if we 
reduce this hypertrophied mass we accomplish all that is necessary in 
this case. With Smith's canula scissors I will remove all tissue 
belonging to the turbinated body that lies on the floor of the nose. 

This child has a sore on the upper lip and nose ; has had a profuse 
discharge from the nose for the past year, the mother tells me. Now there 
is almost the appearance of erysipelas. I have seen several such cases 
of chronic cellulitis, due to the acrid secretions from within the nose. 
The child's fauces are red and so irritable that it is impossible to make 
an examination of the superior pharynx. She needs general as well as 
local treatment. The ammoniated mercury ointment, diluted with an 
equal part of vaseline or, preferably, of albolene, is an excellent local 
application, and should be used twice a day. I would also advise the 
internal administration of cod-liver oil. Her surroundings are prob- 
ably unsanitary, and constitutional treatment is as important as local 
treatment for her. 

The next patient has been here several times, and we have removed 
from each nostril parts of the middle turbinate, and from the right 
nostril a portion of the superior turbinate. His pharj'nx is covered 
with tenacious mucus, and back of the right posterior pillar is an 
inflamed mass, proving, as I think, that there is yet some trouble 
above, the secretions from which, flowing down, have irritated the 
lateral wall. Examining the nostrils, we find a bulging of the septum 
towards the right ; it is not a deflection, for there is a corresponding 
thickening on the other side. The septum is swollen and in contact 
with the outer wall. A trouble of this kind would probably be greatly 
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benefited by a change of climate^ for we presume, as in the last case, 
that his surroundings are not favorable to the I'estoration of health. 
A general tonic treatment, — for example, with maltine and cod-liver 
oil, — good nourishment, and pure air are the most im|K)rtant points 
at present in the treatment of his case. The primary cause of his 
trouble has been removed. 

This next case, some of you will remember, had a marked ecchon- 
drosis, a thickening of the cartilaginous portion of the septum. The 
saw is the best instrument for removing such an obstruction, and in 
using it we would t)egin in this case at the lower portion and saw 
upward, removing sufficient tissue to leave a free nostril. In doing 
such an operation, one must carefully avoid making an opening 
through into the other nostril, as it is almost certain to increase in 
size, and eventually result in deformity of the nose. Remember that 
the existence of a fenestration does not necessarily indicate syphilitic 
ongin. Sometimes the cartilage is very thin, and in removing the 
secretions the patient may produce a hole. In this case, if we cannot 
cut off the mass without making an opening, it would be better to 
break up its attachments, replace the septum in its proper position, and 
apply a perforated cork splint, as devised by Dr. Berens. In doing 
these operations take off just enough tissue to leave a clear passage, 
remembering that cicatricial tissue contracts, and six months after the 
operation you may expect a larger opening than immediately after the 
wound has healed. 
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Gentlemen, — ^The disease, of which you have an example before 
you, is ordinarily designated mole. It is a very common affection, 
one which is unattended by any subjective symptoms, and for which 
relief is sought merely for cosmetic purposes or because the growth 
interferes with the comfort of the individual. Moles vary greatly in 
shape and size. You will find that they vary in size from that of 
the head of a pin to large areas involving considerable portions of the 
integument. They may be level with the skin or may be considerably 
elevated above its surface. They occur indifferently upon all portions 
of the body, and tliey may be flat, round, deeply pigmented, |iale, or 
hairy. It is especially the latter class which constitutes so many of 
the so-called mother's marks. Large hairy moles are supposed to 
represent various animals, whereas large pigmented moles will repre- 
sent fantastic objects according to the imagination of the individual 
giving them a name. Ginger-snaps, bats, moles, rats, and so on, are 
a few of the names which have been given to these moles, upon the 
assumption that they were mother's marks due to mental impressions 
made upon the mother while she was carrying a child, whereas they 
are nothing more than pigmentary hypertrophies of the skin; and 
although they have a tendency to enlarge after birth, you will find that, 
as a rule, they are congenital and vary their shape to but a small degree. 
It is a common thing to find moles of about the size of a split pea 
occurring upon the faces of individuals, and by some such a mole is 
amsidered quite an ornament when occurring near the upper lip or 
alx)ut the corner of the eye, whereas others undergo considerable men- 
tal worry when such excrescences occur upon the nose, especially near 
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its tip, or upon other prominent portions of the face, constituting a de- 
formity, more especially in women. These moles may or may not have 
large, thick hairs protruding from them, but you will find that it is 
an invariable rule that when moles occur in women they will enlarge 
after the menopause, and very often become pedunculated where for- 
merly they were sessile. A peculiar condition attends these moles, 
to which particular attention should be given, and that is that when 
they occur upon the face within certain lines they are apt to become 
malignant after middle age, and it is for this reason that their com- 
plete removal is to be advised ; for although the individual may go to 
the grave without any malignancy being manifested in these growths, 
it is best to avoid any possibility of cancerous involvement occurring. 
As I pointed out in a former lecture (on verruca senilis), the area which 
is apt to become involved is included within four lines, drawn as fol- 
lows : one drawn horizontally across the middle of the forehead, another 
parallel to it about an inch below the lower lip, and two vertical lines, 
each passing in front of the concha of the ear. It is within this area 
that these growths of a pigmentary character are apt to become epi- 
theliomatous. In regard to large moles which are hairy, they are true 
deformities, which attract unfavorable attention and excite comment 
of an uncomplimentary character, and are very annoying to those 
afflicted with them, and, like the others, it becomes a matter of some 
solicitude on the part of the subject to get rid of them in such a manner 
as not to produce a greater deformity than existed prior to removal. 

The methods of treating these deformities are various in char- 
acter, in quality, and in the appearance of the results which are at- 
tained. The quickest methods probably are those in which a surgical 
measure is employed, — that is, excision. But in the face, excision is 
not to be recommended, because, unless a very skilful operation be 
performed, with specially-devised instruments, scars are apt to result, 
and in certain portions the scars will be such as to increase the defor- 
mity rather than to diminish it, and manifestly this is not the object of 
an operation. Besides, patients fear the knife, and are very apt not to 
consent to an operation, whereas they would gladly submit to other 
means if they could be assured that they would be equally efficient. 
Caustics and escharotics are still less indicated, simply from the fact 
that when you use these agents you destroy the tissues ; and no matter 
how well you may limit their action, you will find that you cannot 
limit it exactly to the surface of the integument, and as a consequence 
you will have one of two results,— either you will have destroyed the 
mole incompletely, or you will have destroyed not only the mole but 



Digitized by 



Google 



N^VUS PIGMENT0SU8. 347 

also a portion of the skin, and the result will be a scar as large as 
or larger than the original deformity, and certainly a scar cannot be 
re^rded as much of an improvement over a naevus of tliis character. 
So that, no matter how willing the patient may have boon to submit to 
this form of treatment, you will get very little thanks, after the con- 
clusion of the case, for such a result. It is for these reasons also that 
the thermo-cautery and the electro-cautery are not good measures to 
employ. You cannot limit their action perfectly, and they are rather 
clumsy instruments to use in cases of this kind. Ui)on the whole, the 
method which I should recommend, and which I shall exemplify upon 
this case, is that of electrolysis. You will find thatwthe electrolytic treat- 
ment can be perfectly gauged, that it can be limited to whatever portion 
you desire, and, moreover, that its action, while thorough, is not so de- 
structive as to bring alx>ut the formation of scars or deformities which 
are worse than the original trouble. The method is one which requires 
some little care and attention, not only as to the general use of the 
battery and the electrodes, but also as to the manner in which the par- 
ticular electrode that is used for the destruction of tissue is employed. 
The battery you use is, of course, a constant galvanic battery, having 
a strength, let us say, of five or six milliamp^res, and this you should 
always carefully gauge, so as to know what sort of a force you are 
handling. The positive electrode should be a 8i>onge, wet with a salt- 
water solution, and rather large, so as not to produ(« irritation of the 
skin with which it comes in contact ; while the n^ative electrode is to 
consist of a needle-holder holding a steel needle of fine calibre, and 
provided with a switch by which you can cut off the current at any 
desired time, or turn it on, — this being much more practical and easy 
than to have the ()atient remove the s|K)nge, or to do it yourself, when- 
ever you wish to cut off the current Being provided with this, you 
will find that when you have a strong current it is best to put the 
positive electrode, say, in the patient's hand, and put the needle right 
into the growth in such a manner that it will be on a jxirfoct level 
with the skin, — not below it nor above it, but on a level with it, — so 
that when you have travei'sed the mole the point will emerge exactly 
at the opposite side on the surface of the skin. When you introduce 
the point of the needle you will see bubbles of gas escajic, this being 
hydrogen produced by the decomposition of the tissues ; and as you 
gradually push in your needle you will find this gas continuing to 
es(ra|>e until the mass assumes a frothy consistence, and the growth 
itself will be white along the track of the needle. By inserting the 
needle at different points you will finally arrive at a condition in which 
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the whole growth will be of a soil oonsistenoe, of a white color; and 
it is best to leave this alone, for in a short time it will turn black, form 
a crust, and in a few days will drop off* spontaneously, leaving a 
smooth, red surface. This discoloration will disappear in a few days, 
and tlie former site of the mole will be unrecognizable. You will 
have removed it without leaving any perceptible vestige of its former 
presence. The action of the current is rather painful for a few minutes, 
but the galvanic current itself produces more or less anaesthesia of the 
tissues, so that the operation becomes comparatively painless. The 
electrolytic action is not a cauterization, but a decomposition. It is 
destructive only in the fact that it decomposes the tissues, and whatever 
tissues are placed in contact with the needle are the ones which will be 
destroyed, and that is the reason that you should always keep your 
needle perfectly horizontal, or placed upon the surface of the int^u- 
meut, in order not to produce depression at the site of the growth you 
are endeavoring to destroy. The length of time that will be required 
to destroy a growth of this character depends almost entirely upon its 
size, and it may be necessary to recur to the method for several s^nces 
in order to complete the destruction. If there be hairs in it, it is best 
always to remove the mole first ; then whatever hairs remain may also 
be destroyed by the electrolytic method. 
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Gentlemen, — ^This boy, whom many of you have seen before in 
the ward class, has been brought into clinic as an introduction to a 
series of cases of skin^iseases. The skin is of importance to the 
general practitioner as an indication of the health of the patient, and 
many of those things which you are in the habit of recognizing almost 
unconsciously, such as age, temperament, and general health, are really 
shown to us by the condition of the skin. The malady from which this 
patient is suffering is purely of a local and parasitic character, occurring 
m a child from the orphan asylum, who gives a vagiie history of having 
noticed marks on his skin, but he cannot remember that any of his 
brothers or sisters or other playmates have had anything of the sort. 

The disease is trichophytosis, and here> in the hair behind the ear, I 
show you a patch which is typical. The disease is otherwise known 
as tinea tonsurans, or ringworm, and on account of the locality, tricho- 
phytosis capitis. The disease is due to the trichophyton tonsurans, one 
of the few fungi which trouble man. This fungus attacks es|>ecially 
the epidermis, and rarely it affects even the nails. The head and face, 
chest, and back of the hands are all common sites for the growth and 
development of this parasite, but it may locate almost anywhere. 
When the disease occurs on the trunk, it is called tinea or trichophytosis 
corporis. Barber's itch is due to the same fungus attacking the roots 
of the beard, and is known as trichophytosis barbae, or tinea sycosis^ 
from its resemblance to a fig. This boy has had tinea corporis as 
well as tinea capitis, but the eniptions on the body have been cured. 
The disease is called ringworm from the fact that, occurring on the 
body, the lesions heal at the centra while progressing outward in the 
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form of a ring. If seen a few times, and the appearance impressed 
upon the mind, it is difficult to confuse the disease with anything 
else. Occumng on the scalp, the fungus invades the hair-follicles ; 
the hairs become dry, disint^rate, and finally break oflF, leaving a 
stubble of hair which is quite characteristic. The lesion, however, 
does not assume quite the characteristic ring which is seen in tinea 
corporis. When found upon a hairy surface, it is difficult to eradicate, 
as the disease dips into the hair-follicles. On the body it is much 
easier to cure, although it is apt to return either from fresh infection 
or from there having been left in the nails or other parts of the 
body some of the fungus-cells, which are disseminated especially by 
the finger-nails. It is not a disease accompanied by much itching, but 
when the surface is warmed by the clothing there is more or less dis- 
comfort and itching, with a corresponding temptation to scratch. It is 
rare, however, to find such nail-marks on a patient affected with this 
disease as are seen in eczema and some other skin-diseases. I have seen 
cases of trichophytosis in which there were thirty or forty of these 
patches which had been implanted on different parts of the body by 
auto-inoculation from the finger-nails. 

The disease is eminently contagious, and is quite apt to exist in 
several members of the same family. Some of the lower animals are 
susceptible to it. As to its cure, any parasiticide thoroughly applied is 
efficient. The remedy which I should place first is chrysarobin, in the 
proportion of from five to twenty per cent., in an ointment containing 
lanolin. The strength varies according to the site of the disease and 
the care with which the case can be watched. In the hospital I should 
not hesitate to use quite a strong ointment. It should be applied not 
oftener than once every two days. I must caution you against the 
careless use of this preparation on the head, as it excites an alarming 
inflammation, — a dermatitis. The integument swells and assumes in 
susceptible cases almost the appearance of erysipelas. A certain 
amount of irritation, however, should be excited, and the ointment must, 
therefore, be rubbed thoroughly in. If the child proves not to be sus- 
ceptible to the application, I should rub it in more freely, or, better yet, 
use a stronger ointment. Nothing will exterminate this disease except 
diligence in guarding against new points of attack. It is also well, 
although the practice is not common, to depilate the area invaded by 
the fungus. Another preparation which is perhaps fully as good as 
chrysarobin and not requiring the same degree of caution is unguentum 
hydrargyri ammoniati, which is now being used on this child. It 
should be used for several consecutive days, morning and night, in 
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small quantity^ till you cause some irritation of the skin, and then it 
should be suspended for a time. Care should be taken that the mer- 
curial is not used too freely. 

Among the more neglected people in whom this disease has existed 
for some time, and with, consequently, a good deal of scratching and a 
certain exudation of serum, the affected ai'eas are inclined to become 
crusted over quite thickly. Under these circumstances the character- 
istic appearances of the hair-stubble cannot be seen until these crusts 
have been removed by thorough washing with green soap. In any 
case the care of the head should receive especial attention. 

LEUCODERMA AND PEDICULOSIS. 

This man is evidently not enjoying the best of health. The pallor 
and the pinched appearance of his countenance would lead you to look 
either for great n^lect or serious malady. To look at his hand, mot- 
tled as it is, one would naturally pick out these dark patches as indi- 
cating some abnormal condition, but on inspecting his neck we find it 
has a wholesome color of tan, and we must conclude that the white 
patches both of the neck and of the hands are the abnormal portions. 
On the back, and especially in the lumbar regions, we find numerous 
dark spots and also white spots, both in contrast with the normal skin. 
The small dark spots on the back have no connection with the white 
patches on the hands. I am inclined to think that the latter represent 
an unimportant condition, the exact nature of which is not fully under- 
stood, called achromism, or albinism, or leucoderma; in other words, 
white skin. It comes on in patches, and illustrates on a small scale the 
general condition of the albino. In the albino, the iris, the hair, — in 
fact, all the cutaneous tissues, — are devoid of pigment. This condition 
is usually congenital, but may be apparently accidentally acquired. 
Limited areas of leucoderma are more commonly observed in the col- 
ored race, as even the smallest patches are more conspicuous in them. 
Upon this patient's chin, where the white patch is seen, the hairs are 
devoid of pigment, but this is not entirely the case in the hands. He 
states that this condition has existed for twenty-five years, and that it 
has never troubled him in the least This is fortunate, for there is no 
treatment for the disease except to conceal it with cosmetics, and the 
only indication for treatment is the mental discomfort which the dis- 
figurement produces. 

There is a condition of things which is not unlike true leucoderma, 
and which we may suppose to be the exciting cause in this case, and 
that is a syphih'tic leucoderma. You will find this described in text- 



Digitized by 



Google 



352 INTERNATIONAL CLINICS. 

books. One of the characteristics of a syphilitic scar is its pearly 
-whiteness, there being rarely any pigment present From the history 
which I am able to gather^ I cannot determine that there is any syphi- 
litic element in this case. 

The dark spots on the back were much more marked when the 
patient entered the hospital. With the preconceived idea that these 
white patches were a syphilitic leucoderma, one would be very apt 
to consider the dark patches as syphilitic eruptions. These are, how- 
ever, the rash of pediculosis due to the body-louse, and they have 
become darkened through long-continued irritation, which causes the 
skin to become thick and to possess an excess of pigment. The rash 
is more abundant where the clothes come in direct contact with the 
body, as about the waist, simply because the body-louse is really a para- 
site of the vestment and not of the body, breeding and living in the 
seams of clothing and coming out on the body to feed. It naturally 
selects for its feeding-grounds those places where the clothes touch the 
body. The longer the duration of the case the more prominent are 
the marks, and sometimes they will remain for weeks or months after 
freedom from pediculosis. 

When once a person becomes infested with these creatures it is ex- 
tremely difficult to get rid of them. Persons in the lower walks of 
life cannot afford to throw away their clothing, and they can scarcely 
get rid of these parasites unless they do, for if the clothes once become 
infested with the insects the victim may be as cleanly as possible and 
yet he will continue to be afflicted with pediculi. The treatment, 
therefore, consists in taking care of the body — personal cleanliness — and 
in destroying or else boiling or baking the clothes. 

Neither of these maladies which I have described to you has been 
the cause of bringing this patient to the hospital. He comes in on 
account of a trouble with his knee, giving the following history : 

Fifty-one years old ; born in the United States ; clerk. Family 
histoiy negative ; has been well till two weeks ago, when he was out in 
the rain and his clothes were wet, and he had a severe chill, lasting 
several hours. Three days after this his left knee began to swell, but 
it was not very painful except when he walked. He had a similar 
attack ten years ago, when the trouble began in the bottom of his left 
foot and extended in two or three days to the knee. The foot, leg, 
and knee were swollen. He had no fever, but was confined to bed for 
eighteen days and was incapacitated for work for about two months. 
In this attack he has no swelling except in the knee, which is four 
inches larger in circumference than the other. 
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The patient entered the hospital some days ago with his knee much 
more swollen than at present ; the swelling was rather more above than 
below the patella, and there was a peculiar lump just above the joint 
The knee was flexed to an angle of about 160^. There was fluctuation^ 
which could be felt over a larger area than at present It was impor- 
tant to determine whether the fluid lay in front of the patella or in the 
joint-cavity. Outside the patella there is a bursa which enables the 
mt^ument to move over the bone and which affords great protection 
when kneeling. If seriously damaged or subjected to too great press- 
ure, it becomes inflamed and swollen with exudate, and is called house- 
maid's knee. In the present condition, however, the fluid is entirely 
within the joint, so that the patella is forced away from its resting- 
place on the femur, and I can elicit the diagnostic sign by pressing the 
patella downward, producing quite a sharp click when it strikes against 
the femur. This sign always demonstrates the presence of fluid be- 
hind the patella, but, like most other physical signs, the failure to elicit 
it is not positive proof that the condition does not exist, for the effusion 
may be so great that the patella cannot be brought down against the 
femur. A second diagnostic point is the fluctuation developed on pal- 
pation. Notice that the synovial sac extends to a point three inches 
above the patella, whereas a distended prepatellar bursa does not extend 
so far. Puncture would undoubtedly bring away serum, for I am con- 
vinced of the absence of suppuration because there is no local heat 
and not sufficient of the other signs of inflammation, and because there 
is no rise of temperature nor acceleration of the pulse. 

A bland effusion like this cannot be primary, and there is no inime- 
diate history of traumatism or other local cause of inflammation. We 
must therefore look for some predisposing cause in addition to the ex- 
posure to wet and cold which is assigned as the exciting cause of this 
trouble. A detached fragment of cartilage in the joint, or some de- 
praved institutional condition, such as rheumatism, or, in particular, 
the damage left by an old rheumatism, might predispose to this condi- 
tion. An old traumatism with injury to the ligaments would predispose 
to such an attack, but as our vague knowledge of the history of the case 
would lead us to the consideration of a great many hypotheses if we 
attempted a thorough explanation of the case, let us not discuss the 
etiology further, but turn our attention to the treatment. 

In the first place, this man was put to bed, the indication being 
plain to rest the joint and to avoid all frictitin on the synovial mem- 
brane. Splinting was not necessary in this case, as the ])atient was per- 
fectly willing to hold the limb still. Then the limb was elevated so 
Vol. I. ber. 8.-23 
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that the fluid would tend to drain out of the knee through the blood- 
vessels and lymph-channelS; so far as that is possible. Then pressure 
was applied by means of an elastic bandage^ — not enough to cause pain^ 
but enough to keep the vessels constantly under tension and to promote 
an evacuation of the sac. Later^ the knee was painted with iodine 
once or twice daily^ discontinuing it only when it b^an to cause too 
much irritation and vesication of the skin. The appearance of the 
patient shows that a depleting treatment, as by purging, is not indicated 
as it would be in a robust plethoric man, in whose case we would have 
recourse to saline cathartics and low diet On the contrary, there was 
in this instance a demand for an abundance of food. In the last few 
days he has been on iron and arsenic for the tonic properties of both 
and the alterative action of the latter. 

The soreness in the knee, which was undoubtedly due to tension, 
has entirely disappeared, but the underlying cause, upon which this 
condition depends, has not been removed, and I see no reason at present 
why the trouble should not recur if his health falls below par and if 
the knee is used too much. If there are floating cartilages in the 
joint, which cannot be determined at present while the effiision is so 
great, I shall advise their removal as being the exciting cause of this 
trouble. If not, the man must be put on his guard to watch himself 
carefully, to avoid strain of the joint, and to endeavor to ascertain the 
underlying cause of his condition. 

SYPHILIS. 

The points in the history of this case are as follows : 
W. M., aged twenty-eiglit ; United States ; cook ; single ; entered 
hospital one month ago. Mother died of phthisis. Ten weeks ago pa- 
tient was seized with a severe headache, there being both frontal and 
occipital pain, extending down the muscles of the neck and shoulder. 
Since then he has had frequent attacks of sharp, lancinating pains, 
worse at night than in the daytime. Never had trouble of the sort 
before. Thirteen years ago had acute rheumatism ; nine years ago had 
two attacks of gonorrhoea ; four years ago had erysipelas of the neck. 
Patient states that the pain is confined to the left side of the forehead. 
You have heard the history ; out of the information furnished by it 
we must, on examination of the jmtient, select the significant points. 
The fact that the patient's pain comes on at night more than in the 
daytime should excite our suspicions at once, and the fact that it is 
a hemicrania is an additional significant fact. On inquiry, we find 
tliat the alleged erysipelas of his neck broke the skin, leaving sev- 
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eral silvery marks where the pigment is deficient, and which are to be 
seen still. He has at present a few pustules of the face^ which have 
appeared since he entered the hospital. His nose, you will see, is re- 
curved at the lower portion^ and this deformity has developed quite 
recently. 

We must not disregard, however, other suggestions offered by the 
history. That of rheumatism would invite an examination of the heart 
to determine if any damage has been done tliat organ. In the fifth 
intercostal space, nearly in the nipple line, I hear quite a loud first 
sound, accompanied by a loud bellows murmur. I also hear at the 
second costo-chondral junction a systolic murmur which is transmitted 
up the vessels of the neck, whereas the murmur heard at the base is 
transmitted upward and outward towards the axilla. Whether the 
mitral r^urgitant and the aortic direct murmurs heard in this case 
are entirely the result of an old endocarditis, or whether they are in 
part the result of the vitiation of the blood, I do not know. 

I find an irregularity of the right clavicle, which the patient says 
was not the result of a fracture, but which appeared spontaneously and 
without pain last year along with several other similar lumps. At 
present only this osseous node remains. 

This man has absolutely denied the possibility of any syphilitic 
infection, and I have been at a loss to determine what else could have 
caused these markings on his neck, the hemicrania occurring at night, 
the appearance of his nose and the history of its change in form, the 
osseous node on the clavicle, — all of which signs point to the diagnosis 
of syphilis. Although quite positive of our diagnosis of syphilis, in 
the absence of absolutely diagnostic markings we determined to wait 
till the matter was cleared up by further observation or by the patient's 
own statements. We have learned that the man had previously been 
in the hospital with a trouble of the nose, which was booked as lupus, 
but with the note that it was relieved later by potassium iodide. Acting 
on this suggestion, therefore, we placed the patient on mixed treatment, 
and he has improved greatly so far as the nocturnal pains are concerned, 
but he has developed on his face the rash of iodism and has lost some- 
what in weight I am inclined to attribute the marks on the neck to 
syphilis, but why they should occur only on one side, I do not know. 
The hemicrania is the symptom of a syphilitic neuritis. On account 
of his loss of weight and the appearance of the iodine eruption, the 
antisyphilitic treatment should be interrupted for a time and the patient 
put on something to improve the condition of the blood, as, for exam- 
ple, a preparation of iron. Later, he must return to antisyphilitic 
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treatment, for he is now suffering for the second tinie with an outbreak 
of neuralgia which has before yielded to mixed treatment His appe- 
tite is good, so tliat there is no indication for administering stomachics. 
He should be directed to go out-doors, in order to improve his muscular 
tone. The condition of the heart must be carefully ol)served, so as to 
determine whether the murmurs are aggravated — there is no doubt that 
there is an organic valvular lesion — by his present weak condition. 
If this proves to be the case, as we thicken up his blood, so to speak^ 
by tonic treatment, the leakage will be diminished, and not only the 
murmur but the interference with the cardiac function will be decreased. 
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Massage in treatment of traumatic tremor, 
126. 

Medicine, 1, 8, 19, 26, 85, 39, 44, 50, 58, 68, 
76,87,92,97, 109, 115. 

Menstruation after oophorectomy, 312. 
history of case, 312. 

Mercury, red iodide of, and iodine, in treat- 
ment of exophthalmio goitre, 95. 

Montgomery, B. E., M.D., 277. 

Moore, William Oliver, M.D., 92. 

Morphine in treatment of shock, 205. 

Morphine sulphate, efficiency of, in treatment 
of epileptic insanity, 138. 

Mudd, U. U., M.D., 238. 

Multiple sderosif, 122. 
history of case, 123. 
treatment, 125. 

MunU6, Paul F., M.D., 309. 

Muriate of hydrastin in treatment of ohronio 
pharyngilix, 337. 

Musser, J. H., M.D.,26. 

' N. 

NsBvns pig^entosus, 845. 
varieties, 345. 
ocourrenoe, 345. 
treatment, 346. 
surgical, 346. 
medical, 346. 
electrolysis, 347. 
Nature and treatment of infantile paralysis, 

147. 
Nephrectomy for tubercular kidney, 220. 
history of case, 220. 
operation, 221. 
cure, 222. 
Nephritic absceM caused by calculi, 255. 
history of case, 255. 
diagnosis, 257. 
operative treatment, 259. 
Neuralgias of the fifth pair, psthology and 
surgical treatment of, and the clinionl pecu- 
larities of supra-orbital neuralgia, 139. 
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Nenrolofcy, 122, 129, 139, 147, 158. 
Night-terrors, 173. 

history of etse, 173. 
treatment, 173. 
Nitrate of siirer, in treatmeDt of ohronio 
pharyngitis, 337. 
objections to use of, 837. 
of ehronio arethritis, 270. 
of quinsy, 335. 
Nitrite of amyl in treatment of shock, 205. 
Nitro-glycerin in treatment of shoclc, 205. 
Non-rheamatio arthritis and some of its asso- 
oistions, 58. 
symptoms, 58. 

differential diagnosis, 59, 65. 
groups, 02. 
history of cases, 02, 04. 



Ohmann-Dumesnil, A.H., M.D.. 345. 
Oliver, Thomas, M.A., M.D., F.R.G.P., 97. 
Ophthalmology, 314. 

Ovarian eystoma developed in the broad liga- 
ment, 289. 

operative treatment, 289. 
Ovarian tumor with uterine fibroid, 288. 

operative treatment, 288. 



Painful cicatrix following amputation of a 
finger, 210. 
history of case, 210. 
operative treatment, 217. 

Palpation of normal ovaries ; chronic salpin- 
gitis; menstruation after oophorectomy; 
diagnosis of gonorrhoea in the female, 309. 

Paregoric in treatment of broncho-pneumonia 
in children, 189. 

Park, Roswell, A.M., M.D., 211. 

Parker, Robert William, M.R.G.S. Eng., 147. 

Pardons, Frank 8., M.D., 184. 

Pathology and surgical treatment of neural- 
gias of the fifth pair and the clinicul pe- 
culiarities of the supra-orbital neuralgia, 
139. 

Pediatrio^ 170, 170, 184. 

Pepper, William, M.D., LL.D., 8. 

Perineal abscess, 260. 

treatment of case, 209. 

Peter, Michel, M.I)., 39. 

Phenacetin in treatment of epileptic insanity, 
1.37. 

Poisoning by carbonic oxide gas, the symp- 
toms of, 44. 

Pooley, Thomas R., M.D., 814. 

Porter, William U., M.D., 70. 

Pregnancy, extra-uterine, 297. 

Progressive pernicious anasmia, 89. 

Putnam, James Jackson, M.D., 139. 

Q 

Quinine in treatment of chronic pharyngitis, 
337. 
of exophthalmic goitre, 95. 
of shock, 205. 
Quinsy, 335. 

symptoms, 335. 



Quinsy, treatment, 335. 
preventive, 335. 
medical, 335. 

R. 

Railway spine, 122. 

Recurring calculi descending in numbers fVt>oi 

the kidneys, and the cure of 

the cases without nephrotomy 

or litholapaxy, 201. 

history of cnses, 202-204. 

Resection of the lower jaw for carcinoma, 223. 

history of case, 223. 
"Rest-cure" in treatment of exophthalmic 

goitre, 95. 
Rest-treatment in traumatic tremor, 120. 
Retroversion of the unimpregnated utemi, 
301. 
history of case, 303. 
diagnosis, 304. 
treatment, 304. 
Rex, Oliver P., A.M.. M.D., 170. 
Rheumatism in children, 170. 

history of cares, 170-178. 
treatment, 181. 
Riddell, J. Scott, CM., M.B., M.A., 244. 
Rises of temperature due to diseases of the 

cerebrum, 159. 
Risks of syphilitic infection incurred by 

gynsscologirts, 271. 
RoberU, John B., A.M., M.D., 203. 
Robinson, Beverley, M.D., 35. 
Rupture of the urethra following stricture; 
perineal urethrotomy ; recovery, 191. 



8. 

Salicylate of sodium in treatment of endo- 
carditis, 181. 
Sansom, A. Ernest, M.D., F.R.C.P., 58. 
Sarcoma arising near kidney, attempted ex- 
tirpation, 203. 
Saundby, Robert, M.D., P.R.C.P., 50. 
Sclerosis, disseminated, of the cerebro-spinal 

axis, II. 
Shock, treatment of, 20.3. 

treatment of surgical, 204. 
Shoulder-joint, traumatic synovitis of the, 8. 
history of case, 8-10. 
treatment, 10. 
Sinclair, George L., M.I)., 129. 
Smith, J. Greig, M.A.. F.R.S.E., 194. 
Stockton, Charles G., M.D., 87. 
Stomach, disorders of the, 35. 

two cases of cancer of the, 20. 
Strychnine in treatment of shock, 205. 
Sulphate of eopper in treatment of chronie 

pharyngitis, 337. 
Suprapubic section for vesical calculus, 223. 
history of case, 225. 
operation described, 225. 
superiority of, over litbotrity, 

220. 
treatment, 225. 
operative, 225. 
after, 220. 
Surgery, 191, 194, 203, 211, 210, 223, 228, 
238, 240. 
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Sargical treatment, Ibe, of gall-stones, 228. 
when indicated in biliary oolio, 

232. 
preoautionf in, 23S. 
mode of operating, 233, 234. 
Sntton. J. Bland, M.D., F.R.C.S., 240. 
Sympathetic opbthalmia, 320. 

causation, 320-323. 
Symptoms, the, uf poisoning by carbonic 

oxide gas, 44. 
Syphilis, 354. 

history of case, 354. 
diagnosis, 355. 
treatment, 355. 
Syphilitic infection, risks of, incurred by 
gynsBoologists, 271. 

T. 

Temperature, rises of, due to diteafee of the 
cerebrum, 159. 
history of cases, 162-168. 
Thoracocentesis, 208. 
history of case, 208. 
antiseptic precautions, 209, 210. 
bei>t point for, 209. 
Throat deafne^B, 836. 

causation, 336. 
Thyroid, the, and its diseases, with special 

reference to exophthalmic goitre, 97. 
Tonsillitis, acute rolltonlar, 333. 

differential diagnosis, 833. 
treatment, 334. 
Trachoma; hemorrhage into the retina in 
Bright*s disease, and from 
other causes, 314. 
tretitment by expression; en- 
tropion ; injury of the eye ; 
remarks on sympathetic oph- 
thalmia, 314, 318, 320. 



Traumatic (non-srptic) fever following 
laparotomy, 203. 
history of cases, 293, 295. 
Traumatic synovitis of the shoulder-joint; 

disseminated sclerosis, 8. 
Traumatic tremor, railway spine, 122, 125, 128. 
history of esse, 125. 
treatment, 126. 
prognosis, 128. 
Treatment of surgical shock, 208, 204. 

of urethral dischtrge, 266. 
Trephining for epilepsy, 216, 219. 

hlftory of case, 219. 
Tricophytoeis, 349. 
diagnosis, 349. 
synonymes, 349. 
cauwtion, 349. 
Turpeth mineral in treatment of broncho- 
pneumonia in children, 189. 

U. 

Urethra, rupture of, following stricture; peri- 
neal urethrotomy; recovery, 191. 
Urethral discharge, treatment of, 266. 
Uterine fibroids with pyosalpinx, 287. 
treatment, 287. 

preliminary, 287. 
operative, 287. 

W. 

Washing out the stomach, 114. 
White, W. Hale, M.D., F.R.C.P., 159. 



Zinc chloride in treatment of acute follicular 
tonsillitis, 334. 
sulphate in treatment of acute follicular 
tonsillitis, 334. 



END OP VOLUME !• 



Digitized by 



Google 



Digitized by 



Google 



JnternationcU CUnict. — JTcto Publidalions. 



FOR SALE ONLY BY SUBSCRIPTION. 



REGIONAL ANATOMY 

IN ITS RELATION TO 

MEDICINE Iand: SURGERY. 

By GEORGE McCLELLAN, M.D., 

Lecturer on DescriptiTe and Re^onal Anatomf at the Peniuflyanla School of Anatomy; 

Professor of Anatomy at the Pennsylvania Academy of the Fine Arts; Member of the 

Association of American Anatomists, Academy of Natural Scienoee, Academy 

of Surgery, College of Physicians, etc, of Philadelphia. 

ILLUSTRATED. 

WITH ABOTTT OVS BTnffDRID FlTLL-PAaX TAO-UHILX OHROHO-LXTHOORAPHIO 

PLATB8, RSPRODUOED FROM PH0T0ORAFH8 TAKSV BT TEX AVTHOR OF 

HIS OWV DIBSEOnOirB. XZPRX88LT DXSiaiTXD AVD PRBPARBO FOR 

THI8 WORK, AHD OOLORSP BT HIM AFTER VATTTRB. 

COMPLETE IN, TWO QUARTO VOLUMES OP ABOUT POUR 
HUNDRED PAGES EACH. 

Pric^per Volume: Cloth, $7.50; Half Russia, $8.50. 



From Gaillard's Medical Journal, New York, February, zSga. 

"As the work of a single man,— diHsections, photographs, and 
colored sketches, — it stands without a parallel in anatomical literature, 
and attests as nothing else can the wonderful practicability of the 
author and the work. The idea has been to reproduce as nearly as 
art can do so the exact appearances of the dissected parts, not what 
they might be, or should be, but what they actually were, and this is 
done to a degree of faithfulness and accuracy that is only explained 
by the conscientious enthusiasm of the author/' 

From the British Medical Journal, February 6, 1892. 

" The illustrations are perfectly correct anatomical studies, and do 
not reproduce the inaccurucios which experience has taught us to look 
for in works of a similar kind. Some of the plates, especial ly those 
of the anatomy of the chest, are of great excellence. The book is 
written in a clear and simple style, and references to me<lical and 
surgical bearings of facts have not been omitted. Professor McClellaD 
has produced a very creditable work." 



8P1CDCBK PUTI, WITH DSSC&IPTIVZ OIBOVLAB, SSVT OV APPLXCATX017. 

J. B. LIPPINCOTT COMPANY, 
715 and 717 Market St., Philadelphia, Pa. 



Digitized by 



Google 



IrUemcUioncU Clinics. — New PubliccUions, 



FOR SALE BY SUBSORIPTION ONLY. 



CYCLOP-^EDIA 



OF THK 



DISEASES OF CHILDREN. 

MEDICAL AND SURGICAL. 

BY AMERICAN. BRITISH, AND CANADIAN AUTHORS. 
Edited by JOHN M. KEATING, M.D. 



ILLUSTRATED I) • 



Complete in Four Handsome Imperial Octaro Volumes of abont 1000 Pages EadL 



CONTENTS: 

VOT T / ^*^* ^* — Ckneral Subjects. 

Yvij. L,<^ ^^ n.— Fevers and Jtt iMmatic DiseaMi 



VOL. II.. 



VOL. III. 



VOL. IV. 



Part I. — Diseases of the Skin. 
" II. — Constitutional Diseases and Diseases of Nutrition. 
" III.— Diseases of the Respiratory Tract. 

" lY. — Diseases of the Circulatory, Hematopoietic, and Glandu- 
lar Systems. 
" Y. — Diseases of the Mouth, Tongue, and Jaws. 

Part I. — Diseases of the Digestive System. 
*« II.— Diseases of the Genito-Urinary Organs. Diseases of the 

Blood. 
" III.— Surgery. 
*' IV. — Diseases of the Osseous System and of the Joints. 

Part I.— The Ear. 
" II.— The Eye. 
" III.— Hygiene. 
<' IV. ^Diseases of the Nervous System. 



Frioe per Volnme: Olot^, $5; Full Sheep, $6; Half Bussia, $6.50. 
J. B. LIPPINCOTT COMPANY, Publishers, 

715 and 717 Market Street, Philadelphia, Pn. 



Digitized by 



Google 



International Clin{c9,—Netb PubHcatiom. in 



international 
Medical Magazine. 

A MONTHLY, 

DKTOTBD TO 

MEDICAL AND SURGICAL SCIENCE. 

EDITED BT 

JUDSON DALAND, IVLD. 



SubBeripHon, $d.OO per pear» Bin^U nun^hers^ 35 eenU. 



Each number of the magazine contains more than one hundred 
pages, and is made up of original contributions, clinical lectures, 
review of medicine, and book reviews. The enormous mass of con- 
temporaneous medical literature is carefully read, and contributions 
possessing real wprth are reviewed in a crisp and concise manner. 

All important articles appearing in German, French, Italian, and 
Spanish medical periodicals, as well as in English, receive careful 
attention in the following departments: Thbrapeutics, Medicine, 
Neubologt, Pediatrics, Surgery, Genito-Urinart Surqert, Ortho- 

PjBDICS, GrNJBOOLOQT AND OBSTETRICS, OPHTHALMOLOGY, LaRTNGOLOGT 

AND Bhinologt, Dermatot^gt, Pathology, Hygiene and Bacteri- 
ology, Climatology, and Forensic Medicine. 

Each number will be illustrated with reproductions fVom photo- 
graphs or original drawings, wherever their presence will serve to 
explain the text and help the reader to a ready and accurate appre- 
hension of the subject-matter. 

The hearty commendation accorded by physicians to the efforts 
of the publishers in this direction in the past, encourages them to 
spare neither money nor skill where illustrations will lighten the 
labor of the practitioner or add to the attractive appearance of the 
magazine. 

SAMPLE COPY SENT ON APPLICATION 

For further particulars address the publishers, 

J. B. LippiNcoTT Company, 

716 BLTidL 7ir Marlcet St., PhiiladelpHla. 



Digitized by 



Google 



iv IniemcUional Clinics.— New Jhiblicationa- 

For Sale by Subscription only. Not Sold through the Trade. 

DIAGNOSIS AND TREATMENT OF DISEASES OF THE 

Ear, Nose, and Throat. 

(ladian, and Spanish 
S H. BURNETT, 
lustive, and authorita- 
^ live treatise on 
diseases of the 
X nose, throat, 



I 



and ear. The 
work, although 
scientific, is emi- 
itly practical, special 
being given to diag- 
lent. The writers of 
ers have been chosen 
among specialists of 
sued in two volumes, 
and is illustrated with numerous cuts in the text and chromo-lithographs and half- 
tone reproductions from photographs printed on special paper. 

SYSTENI 

DISEASES OF T 

By American, British, German, Fr 
authors. Edited by WILLIA^ 
A.M., M.D.. and CHARLE 
OLIVER, A.M., M.D. A s 
atic treatise on Ophthalmology w 
embodies the most advanced the< 
retical and practical views, and 
which, at the same time, b 
complete and exhaustive. 

The entire work is con- 
tained in two octavo volumes ; 
and every department is profusely 
illustrated with original sketches 
phototypes, reproductions, chrom 
lithographs, and finely finished w< 
engravings. 

Send for descriptive circulars. 

J. B. LIPPINCOTT 

PUBLISKER4 

715 and 717 Market Streel 



Digitized by 



Google 



CATALOGUE of 

J. B. Lippincott Company's 
Medical and Surgical . . . 
Works 



J. B. Lippincott Company** Pnblioition* may be had through 
Boolctellen in all the principal cities of the United Sutes and 
Canada, or any book will be sent, post-paid, by the publi^hen, 
upon receipt of price, or will be forwarded by express, C.O.D., 
upon receiving a remittance of aj per cent, of the amount 
ordered. Money should be remitted by postal note, money order, 
registered letter, or bank draft. A complete Catalogue of publU 
cations, including works in all branches of literature, will ba 
forwarded to any address upon applicatkw. 



Philadelphia: 
J. B. Lippincott Company, 

715-717 Market St. 



Digitized by 



Google 



J. B. UPPINCOTT COMPANY'S 

Gatalogae of Ijledieal and Sorgieal Slorks. 



THOMAS'S MEDICAL DICTIONARY. A Complettb 
Pronouncing Medical Dictionary. Embracing the Terminology 
of Medicine and the kindred Sciences, with their Signification, 
Etymology, and Pronunciation. With an Appendix, comprising 
an Explanation of the Latin Terms and Phrases Occurring in 
Medicine, Anatomy, Pharmacy, etc. ; together with the Necessary 
Directions for Writing Latin Prescriptions, etc., etc. By JOSEPH 
THOMAS, M.D., LL.D., Author of the System of Pronunciation 
in Lippincott's " Pronouncing Gazetteer of the World," and " Pro- 
nouncing Dictionary of Biography and Mythology." On the basis 

Retail Price Reduced to $3*00, Clotli. $3.50, Slieep. 

Imperial 8to. 844 pages. With Index, 50 cents extra. 

The aim in the preparation of this work has been not only to embrace within a convenient 
compass a definition of all terms in medicine and the allied sciences with which the practi* 
tioner or medical student should be familiar, but also to combine therewith much other inform 
mation not usually found in similar works, but yet necessary to a perfect dictionary for the 
profession. Thus, coupled with the definitions of the terms, are given, whenever practicable, 
the Latin and Greek words from which the terms are derived, by this means adding greatly 
to the clearness of the definitions. Another marked peculiarity of the volume is. the pronun- 
ciation of the terms, a feature hitherto unatteropted in any work of the kind (except in a 
smaller volume t^ the same author), and one which cannot but be of great importance to 
students, especially to those not well versed in the dead languages. EUpbraced in the volume 
will also be found, in the form of an Appendix, an " Explanation of LAtin Terms, Phrases," 
etc. ; remarks ** On Writing Prescriptions ;" a complete " Table of Doses ;*' a table of ** Chem- 
ical Symbols;" a " Table of the Orders and Families of the Living Mammalia;" a table of 
'< Metric Weights and Measures," etc.,— all of which, it is believed, will add much to the 
practical value of the work. 

TESTIMONIALS. 

'* I have examined it with especial reference manner in which the author has performed his 

to the materia medicaand therapeutics, and find laborious task, we have no hesitation in saying 

it greatly in advance of anything of the kind we that he has succeeded in presenting a medical 

have had for a number of years. In iact, a dictionary which, for the daily use of the stu- 

need existed for just such a tx>ok, and I will dent or the practitioner, is superior to any other 

certainly recommend it to my class as the best in the language." — Canada Medical Record, 
of its kind. Its unquestioned merits will soon " No better testimonial to the value of the 

supplant all others.'*— /Vv/. J. A. McCoRKLE. work can be given than the following from Dr. 

Lom^ Island College Hosfital, Brtfoklyn, N. Y, J. Gibbon Hunt, the distinguished microsco- 

••¥♦ ;. ;„^ 4K. K/x^i, iv>.. a m^^s^i ^ <i««w pi*^- * To me the work is invaluable. lamas- 

uaan, andSurg^. Bo.t<m. Mass. ^^^^^ ^ ,„ ^^ ^^^ ^^ ^^^ physician^ 

"There has been real need of a work of this every student in the land." — Si, Joseph Med, 
kind, an^ after a careful examination of the Heralds 
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tion about the mydriatic 
alkaloids, the new anti- 
pyretics, antiseptics, etc. 
'Hie National Formulary 
has also been incorpo- 
rated, and the gain to 
both authoritiesothaving 
their valuable informa- 
tion connected, so that 
whilst working from a 
formula the operator 
may have a reference to 
the article on the sub- 
ject in the Dispensatory, 
IS one that every practi- 
cal pharmacist will thor- ; 
ou^ly appreciate. \ 

The work is recog- 
nized by the government 
of the United States as 
the standard work of 
reference, and is en- 
dorsed and universally 
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Nux Vomica. 
PRB88 COM If BNT8. 
"The work is well worthy of appreciation on '*The tx>ok is bound to have an enormous 

the part of all interested in the progress of medi- sale, as it is a positive necessity to all who wish 
cine and pharmacy, and we bespeak for it not a complete com|>«;ndium of drugs and medi- 
merely a place upon the bookshelf of every cines." — Minntafo is Medicai youmal. 
pharmacist, but a careful perusal, as embracing ..^r.,.. , j u. -*i .i. .1 _ * 

much that is important in^he way of current in- Z ^his is undoubtedly the most important 
formation, and ^containing valdable matter as «^*^/^" °f «*»« voluminous and indispensable 
a work of ready and convSilent reference."- ^^ X*^ ?f»"«^ : "^i'^^^^-.u** ^^^ Palest, but 
Druggists JoumaL ^T^"^ »* ^ gathered withm its capacious 

•• . , ^ , ^ limits everything that is new in materia medica 

"There is but one book used more every ^r therapeutics, chemistry, and pharmaceutical 
day by the practising physician than the dispen- research. ••-/>>li/ai^//>lM CHnUal Rtcord^ 
latory, and that is the dictionary. Both are > . 

reference works, and to be without either would " We commend this work as a most valuable 

be very much like attempting to walk on one addition not only to pharmaceutical liierMturei; 
stilt. While it has been but half a decade since but to themedical profession as almost invaluable: 
the issue of the last edition of the U. S. Dispen- Its literature, its chemistry. Hnd its pharmacy «<re 
satory. the marvellous activity of the delvers in fully up to any similar work heie or ubro«id of 
medical science has given the revisers of this its kind, and the h gh standard of excellence in 
great work a goodly amount of new material to the past is only enhanced by the thoroughly re^ 
scan, and place it where it will do the most good liable and trustworthy work' of the proaeiU 
in this large volume."— CM^M^M/i LoHctt^clmic, edition,*'— 'PAarmatguiUa/ Htcord, 
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In the preparation of this great 
work, Dr. Leidy has given special 
attention to those parts of the 
human body, a minute knowledge 
of which is essential to the suc- 
cessful practitioner of surgery and 
medicine. The names in most 
text-books are given in Latin ; the 
author, however, has as far as pos- 
sible used an English equivalent 
for such names, the Latin being 
given in foot-notes. Various other 
improvements, such as long ex- 
perience has suggested, have also 
been made in the nomenclature 
of the science. The illustrations 
are numerous and largely original, 
and prepared in the best style of 
the engraver's art. As most of 
the recent text-books of anatomy 
are very cumbersome, the conden. 
salion of this volume is a feature 
of great merit. The first edition 
of the work, which has been out 
of print for many years, was very 
highly esteemed, and old copies 
have long commanded extravagant 
prices. The present edition (en- 
tirely rewritten) presents the ripe 
fruits of Dr. Leidy*s experience 
of many years of successful labor 
as a teacher and as an original ob- 
server and discoverer in anatomical 
science, and the work will be 
everywhere recognized as the lead- 
ing authority on the subjects of 
which it treats. 

TESTIMONIALS. 
" I am well pleased with the simple manner *' After a thorough inspection I am pleased 
in which the complex subject is handled. I to pronounce Leidy' s Anatomy a most excel- 
very much like, too. the way in which the scien- lent work. It covers the entire field in a mas- 
tific names of parts, etc., are used, as in most terly manner, and deals with subjects entirely 
of our anatomical text-books this has proved a overlooked by other authors. It will afford 
source of much trouble and discouragement to me much pleasure to introduce it not only 
those beginning to study. I shall recommend in my school, but to recommend it to the 
the book to my classes."— W. E. Bloyer, profession in general." — S. F. CARPENTER, 
M.D., Professor of Anatotny, Eclectic Medical Northwest Medical College^ St, yosepk. Mo, 
Institute^ Cincinnati^ Ohio, 
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** The earlier edition of this work was al- in common with the text are very beautiful to 

wajrs regarded as a most excellent and reliable behold. The work is a complete illustration of 

standard of authority. The present edition is the method of teaching anatomy adopted by 

rewritten, and has the advantage of riper yean a leading scientist, and one of America's best 

of experience as a teacher, and therefore is pre- known professors of anatomy. This is one of 

sented in still better form than ever. It can be the books that should be in the library of every 

most highly commended for its clear, terse Ian- practitioner of medicine and surgery.* — LtuueP' 

guage, descriptive of all that is desirable not CHmic, Cincinnati, O. 

only for the student but for the professional, and •• xhe student can master and retain a prac- 

yet tangible to the less skiUed reader. The il- tical knowledge of anatomy in a shorter time 

lustrations are profuse and admirably done -.the and with less hard work from this tcxt-book 

press work of the very best. — M K PMarma^ than from any other work extant, and it has 

c^mtuai Record, been our privilege to teach anatomy for several 

" Professor Lddy again presents to medical y^mr—Medical Advance, Ann Arbor, Mich, 
practitioners and students a treatise on human ** We know of no book that could take its 

anatomy that at once commands the attention place, as it is written by a most distinguished an- 

and admiration of all who are at all familiar with atomist. It has traits that no other work on the 

the subject. Most of the plates are original, and subject can boast of." — Si, Louis Medical Briefs 

MICRO-CHEMISTRY OF POISONS, including their Physi- 
ological, Pathological, and L^al Relations. With an Appendix 
on the Detection and Microscopic Discrimination of the Blood. 
Adapted to the Use of the Medical Jurist, Physician, and General 
Chemist By THEODORE G. WORMLEY, M.D, Ph.D., LL.D., 
Professor of Chemistry and Toxicology in the Medical Depart-« 
ment of the U" 

A new, revised, and enl 
Large 8vo. 

PRB88 COIflfBNTS. 

*' It would be difficult 
not impossible, to spealc 
terms of too high praise 
this beantiiul work. The 
rangement is systematic, 
author's style dear, and 
whole subject is minu 
and thoroughly treated. ' 
plates, sixteen in numbei 
all from steel engraving 
are, without exception, aci 
minibly executed, and con 
stitute a most importar 
feature in a worlc whid: 
even without them, wouli 
have made its marlc." 
— Medical Times amd 
GeuHte, London 

'* The chemical tests 
are admirably ar- 
ranged, and the illus- 
trations on steel, nearly 
one hundred in num. 
ber, are marvels of 
accurate work. On 

tfie whole, it is a good Apparatus for the detectkm of Amlmony. 

book, and will be found ' 

of peat value in roedico-legal investigations." its purchase by any who have occasion to 
-^London Lancet examine the subject of toxicology, either as sta« 

•• We commend it as the best as well as the dent, teacher, or on the legal side of the mat- 
only exhausuve work on the subject, and advise ter."— A^#i» York Pharmaceutical Record, 
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MEDICAL DIAGNOSIS, WITH SPECIAL REFERENCE 
TO PRACTICAL MEDICINE. A Guide to the Knowledge 
AND Discrimination of Diseases. By J. M. DA COSTA, M.D., 
LLD., Professor of Practice of Medicine and of Clinical Medicine 
at the Jefferson Medical College, Philadelphia; Physician to the 
Pennsylvania Hospital, etc. 
Seventh Edition. Revised and Enlarged. Illustrated with numerous EngraTings. 
8vo. Cloth, ;^6.oo; sheep, I7.OQ; half Russia, 1^7.50. 

The author's chief aim in 
writing this work has been 10 
furnish advanced students and 
young graduates of medicine 
with a guide that might be of 
service to thera in their en- 
deavors to discriminate dis- 
ease. He has sought to offer 
to those members of the pro- 
fession who are aljout to enter 
on its practical duties a book 
on diagnosis of an essentially 
practical character, one neither 
I so meagre in detail as to be 
I next to useless when they en- 
counter the manifold and vary- 
ing features of disease, nor so 
overladen with unnecessary 
detail as to be unwieldy and 
lacking in precii»e and readily- 
applicable knowledge. In 
connection with this, however, 
he has endeavored to take cog- 
nizance of the prognosis of in- 
dividual affections, and occa- 
sionally the record of cases 
has been introduced by way 
of elucidation. 

This new edition has been 
thoroughly revised, and much 
new matter has been incorporated. A number of wood*cuts have been added in illustration, 
especially of such micro-organisms as have been proved to be of practical significance in 
diagnosis. All the illustrations are original, and many are from sketches, or at least are 
based on sketches, taken directly from cases of interest. 

PRESS COIflfBNTS ON THE SIXTH EDITION. 




Blood in pernidou* anaemia. 
[Illustration from chapter on " Diaeaaes of the Blood."] 



" As the work of a clear thinker and acute 
observer it must always be a favorite book of 
reference with the thinking and reading portion 
of the medical community. We know of no 
book in medical literature which is more help- 
ful than this one to a young practitioner." — 
New York Medical youmal, 

** A very excellent treatise upon the subject 
is presented, than which no better exists in the 
language." — Cincinnati Medical Netos. 

** Da Costa's work is well known and highly 
and justly esteemed in England as in America. 
It is too firmly established, and its value too 
thoroughly recognized, to need a word pro or 
con.** — London Medical Times and Gasefle, 



*' It is a book which every practitioner needs 
as an assistant in the discrimination of diseases, 
and for a reference in such cases as are con- 
stantly arising, wherein there is doubt as to their 
positive diagnosis. To be a good diagnostician 
IS more than half the bittle in the treatment of 
disease ; and a thorouj^h knowledge of the topics 
treated of in this work is certain to add to the 
success of him who gains it. It is a treatise as 
necessarv to the physician as his anatomy or 
materia m'-dica, and none should be without it.** 
— New Orleans Medical and Surgical youmcJ, 

*• The book before us is the work of the first 
diagnostician in America. It is the best book 
on diagnosis extant." — The American Fracti^ 
Honer, 
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THERAPEUTICS: Its Principles and Practice. A work 
on Medical Agencies, Drugs, and Poisons, with Especial Reference 
to the Relations between Physiology and Clinical Medicine. By 
H. C. WOOD, M.D., LL.D., Professor of Materia Medica and 
Therapeutics, and Clinical Professor of Diseases of the Nervous 
System in the University of Pennsylvania. 

Eighth edition, rearranged, rewritten, and enlarged. 8yo. Cloth, |6.oo ; sheep, 16.5a 



Scarcely three years have elapsed 
kiiice the appearance of the seventh 
edition, yet the preparation of the 
present volume has necessitated a 
careful study by its author of^more 
than seven hundred memoirs. In 
the present edition no revolutionary 
changes have been made comparable 
to those of the seventh revision, but 
great care has been exercised to see 
that every portion of the work has 
been thoroughly revised, and a number 
of the articles have been completely 
rewritten, while some new drugs have 
been noticed. Among those portions 
of the book which are practically new 
may be mentioned, as important, the 
whole subject of Anesthetics, the 
articles upon Cocaine, Strophanthus, 
Caffeine, Antipyrin, Antifebrin, Phen- 
acetin, Hydrastine, Paraldehyd, Lead- 
Poisoning, etc. Among the absolutely 
new articles may be mentioned Sul- 
phonal, Chloralamid, Aristol, and 
others. 



[sraClMSN ILLUSTRATION.] 



PRB88 COIflfBNTt ON THS SSVBNTH BDITION. 



" This book should be in the hands of all who 
wish a safe and reliable treatise on the subject of 
therapeutics." — SouHum Clinic, Richwiond^ Va. 

'* Although always a fitvorite for the concise- 
ne» of the text and the reliability of therapeutic 
teaching, in its new dress it has excelled itself, 
and is likely to hold its own against all rivals." 
— WUmim^on {NX.) Medical yQurttal, 

**We doubt if any work published on the 
subject of Therapeutics has proved as popuUr 
on this continent as this. We have for yeara 
had a very high opinion of Wood's * Therapeu- 
tics/ and we are pleased to notice in the pres- 
ent volume that the distinguished author is 
keeping fully up to the times. We can recom- 
mend this book with great confidence, as being 
a safe and reliable guide to the senior medical 
student and the general practitioner." — FracH' 
tioner, Toromto, Canada, 



** As a work of reference it vrlll form a most 
valuable addition to the library of every mem- 
ber of the medical profession." — Edimhnrgh 
Medical yonrnaL 

" Taken all in all, we have little hesitation 
in pronouncing this the most reliable work on 
therapeutics in the English language." — Phila, 
Medical Times, 

** As a whole, for both practitioner and stu- 
dent, it is in our judgment the best work in the 
English language upon the subject of which it 
treats." — The Sanitarian, 

*'It is a work of condensed matter and 
onerous labors, without a single line of useless 
verbiage or tautological sentence, bringing be- 
fore the examiner's mind the pith and fulness of 
the old professional acumen, and brought up to 
the times by most modem additions. "-*■$/. Lorn* 
Medical jQurmal, 
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THE PRINCIPLES AND PRACTICE OF SURGERY. 

Being a Treatise on Surgical Diseases and Injuries. By D. 

HAYES AGNEW. M.D., LL.D., Professor of Surgery in the 

Medical Department of the University of Pennsylvania. 

Revised Edition of 1890. Three volumes. 8vo. Price per volume: Extra 
cloih, I7.50; sheep, ^^8.50; half Russia, I9.00. 

VOLUME I. embracing 
Surgical Diagnosis, Inflam- 
mation, Wounds, Injuries of 
the Head, Injuries of the 
Che>tand Abdomen, Wounds 
of the Extremities, Diseases 
of the Abdomen, Diseases 
and Injuries of the Blood- 
vessels, Ligation of Arteries, 
I Surgical Dressings, Injuries 
and Diseases of Sie Osseous 
System. 

VOLUME II. contains 
1070 pages, with 791 illus- 
trations, em I tracing Disloca- 
tions, Diseases of the Joints, 
Excision of Joints and Bones, 
Considerntion of Subjects 
connected with Minor Sur- 
gery, on the use of the Knife, 
Venesections, General Considerations with regard to Operations, Anaesthetics, Amputation, 
Shock, Traumatic Fever, Furunculus, Phlegmon or Boil, Injuries and Diseases of the 
Genito-Urinary Organs, Surgical Diseases of Women, Surgical Affections of the Spinal or 
Dorsal Region, Malformation of the Head from Effusion, Surgical Diseases of the Mouth. 

VOLUME III. contains 900 pages, with 475 illustrations, embracing Surgical Dis- 
eases of the Larynx and Trachea, Diseases and Injuries of the Nose, the Naso- Pharyngeal 
Region and the Associate Parts, Diseases and Injuries of the Eye and its Appendages, Dis- 
eases and Injuries of the Ear, Malformations and Deformities, Tenotomy in the Treatment 
of Orthopeedia, Affections of the Muscles, Tendons, Bursas, and Aponeuroses, Surgical 
Affections jf the Nerves, Surgical Affections of the Lymphatic System, Skin, and Sub- 
cutaneous Connective Tissue, Syphilis, Tumors, Diseases of the Mammary Glands, Electro- 
Therapeutics as applied to Surgery, Massage. 

PRESS COillfBNTS. 

" It is wonderful, and yet it is never verbose, It embodies the long valuable experience of one 

but always concise ; never rambling, but always of the most distinguished surgeons and teachers 

practical. The matter is good. — all good. — and of surgery in America. Unlike many of our 

the complete work will be not only a monument text-boolu. it is not a mere compilation of the 

of personal patience and literary effort, but, all views and observations of others, but every 

things considered, the best standard text-book page bears the imprint of one who is not only 

on surgery in the English language." — New a careful and wise obser\'er himself, but a com- 

York Medical yournaL petent and impartial critic of the work of others." 

"This great work bears a favorable com- -^"^ ^"^ M'mational Journal <,f Smrgtr,. 

parison with the most famous systems of sur- „_- . , * ... . .. j » t-i 

kcry that have been issued by a wonderfully . ^\ **y'« "^^ ^^« ^^""^'^^ .« ad^^irably 

prJific press that h^s been literally and con- ^"'P*^! <^1^!;; and concise. -qualities which are 

siantly fed by the best writers of any age on ^^J^f "• »" technical books, conspicuous by their 

any sibject |4rtaining to our art. As wT turn «»»«"«€. None need ever read a sentence a 

the leaves of the thre? great volumes we feel a ^""^^ ""'f '»,*>'"d" «<> understand its meaning 

personal glow of pride in that they are fitting °' to perceive its connection with what precedes 

representatives of the labors of an AmericaS °^ ^°"°^»- • • • The whole field of surgery is 

suSgeon. The cuts and the printing deserve surveyed by a master mind. Each chapter is 

special mention for their excellence."-aW«- P^^g^fn^ ^"h wisdom and the physician who 

ioH Lancet CiinU, t y ^"^"^^ the pages of Agnew s Surgery need 

have no fear of ever wandering far astray from 

'* The second edition of this excellent text- the safe p^th of treatment." — PhUadelphia 

book on surgery has just made its appearance. Medical Bulletin, 
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DISEASES OF THE SKIN. A Practical Treatise on 
Diseases of the Skin. By LOUIS A. DUHRING, M.D., Pro- 
fessor of Skin Diseases in the Hospital of the University of 
Pennsylvania, Dermatologist to the Philadelphia Hospital, Consult- 
ing Physician to the Dispensary for Skin Diseases, Philadelphia ; 
author of "Atlas of Skin Diseases." [stbchwk iixusTRAnoif.) 

Thoroughly revised and improve< 
Extra cloth, |6.oo; sh< 
This work is essentially practi 
to the reader in a condensed, tho 
pie and intelligent form. While 
due prominence to the methods i 
dermatologists at large, he has ca 
all questions of theory and points 
and has brought forward more ] 
remedies and modes of treatme 
proved of the greatest benefit ir 
sonal experience. The new ed 
undergone careful revision, and i 
and important additions have be 

PRESS COIflfBNTS. 

" We regard it as the most coni 
and satisfactory work on derroatolc 
the English language, and most he 
commend it to the practitioner am 
student." — Boston Medical and 
SMf^a/ yournal, 

"It is seldom our good for- 
tune to meet with so satis&ctory 
a book as the present one. In its 
clearness of description, iu 
terseness and comprehensive- 
ness, it is certainly exceptional, 
and it will for years take high 
rank as a hand-tx>ok for dis- 
eases of the skin." — New York 
Medical Record, 

** Dr. Duhring gives the plain- 
est evidence that he is a large- 
minded, well-read, and accom- 
plished dermatologist. He may 
mirly be congratulated on having 
produced a most readable and 
trustworthy text-book."— > 7)k# 
London Medical Record, 

Fig. IV.— Thb Hair and thb Haix-Foluclb. 

AN ATLAS OF SKIN DISEASES. By LOUIS A. 
DUHRING, M.D., author of "Diseases of the Skin," etc. 

With Table of ContenU, and Classification of Diseases Treated in the entire work. Royal 
Quarto. Contains thirty-six full-page plates, and explanatory text of the case repre- 
sented. In one volume. Large 4to. Half morocco, I25.00. 

The Atlas consists of a series of original, nearly life-size, chromo-lithographic illustra- 
tions, painted from life, representing the most important diseases met with in thb 
UNtTKD States. p^^j, comments. 

•' The Atlas b a credit to the author as a der- " The Atlas, in its completed form, is the 

matologist, to the artists who have worked so best and cheapest atlas of skin diseases with 
faithfully upon it, and to the publishers for the ex- which we are acquainted, and reflects the 
cellenceofitsgeneralappearance. and deserves utmost credit upon its author and its put>- 
the roost liberal support from the profession." — Ushers." — Dublin Journal of Medical Science, 
American Journal of the Medical Sciences. 
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A DICTIONARY OF PRACTICAL SURGERY. By 

Various British Hospital Surgeons. Edited by CHRISTOPHER 
HEATH, F.R.C.S., Holme Professor of Clinical Surgery in Univer- 
sity College, London ; and Surgeon to University College Hospital. 

One volume. 8vo. Upward of two thousand pages. Cloth, I7.50; sheep, ^.50. 

. This work will not only pove to be of great service to the student of surgery, but supply 
a want in the libraiy of the busy practitioner, whd necessarily frequently meets with cases tif 
surgical disease or injury on which he desires to have immediate information as to diagnosis 
and treatment. The Dictionary of Practical Surgery is printed from the original plates of 
the English edition. 

TBSTIIfONlALS. 

" An investigation of special topics leads us ** A most excellent book for the library of 
to believe that the editor has been fully alive to the surgeon, and especially for the country 
the necessity of securing recent and fresh work, practitioner ; as a tx>olc of reference it is so con- 
fully up to the busy times in which we live, cise and at the same time so complete." — C. B. 
when too often the carefully-wrought work of PORTER, M.D., Boston^ Mass. 
to-day is eclipsed by the work of to-morrow. _ , . ^ ^ 
As a dictionary of surgery the editor has taken ^. " ^*»ave exammcd the work carefully, and 
a broad view of his work, and has made the field ^^^^^ »* on« ^^^^ shoM\d be in the hands of 
as wide as wxsxhX^r—TherapeutU GatetU. «very practitioner. I shall take great pains to 

recommend it to medical students as a hand- 

*• The articles in this extensive work have book for study and reference."— T. Griswold 
been prepared by various British surgeons, all CoMSTOCK, M.A., M.D., Ph.D.. St. Uuu, Mo. 
within the last two years, and from the well- 
known names which are appended to the articles, " As a means of ready reference for the stu- 
it is evident that no pains have been spared to dent and busy practitioner this book stands 
secure the best talent, and thus render the treat- unexcelled." — N. SSNN. M.D.. College of Pky- 
ise one of the first order of merit. It is well siciams and Smrgeotu, Milwaukee, 
calculated to attain the oliject desired. — that is, 

to provide the busy practitioner with immediate *' » ^v« carefully examined it. and am mwA 

information as to the diagnosis and treatment pleased with it. The articles on ' Injuries of 

of surgical diseases and \x\]}iT\es."— Philadelphia ^« ^^^ and Spine* and * Railway Injuries' are 

MedUal and Surgical Reporter. ^o^th the cost of the work. I can safely say it 

. , ^ . ^ . . .. , ^ is the most useful and practicable work issued 

•• I have examined quite careftilly the Die- by the press in many years, especially for the 

tionary of Practical Surgery, and find it fills a country practitioner."— W. Brodib, M.D.. B*^ 

felt need m many a busy physicians library. President A. M. A., DetroU, Mich. 
The author s name is sufficient to guarantee its 

aoeurate and practical nature, and the work it- " I have examined the book, and find it e. 

self is a fulfilment of that pledge. Many of the most valuable addition to my library. I am 

articles are models of condensation with clear- sure it will meet the favor of the surgical pro- 

■ess."— John E. James. M.D., Professor fession."— Prof. E. H. Gregory, St. Louts 

Hahnemannian College, Philadelphia, Medical College, St. Louis, 

FEMALE PELVIC ANATOMY. By J. CLARENCE 
WEBSTER, B.A., M.D., etc. 

4to. Cloth, 129 pages, 19.0a 
The author*s chief aim in this very elaborate work has been to observe accurately, and 
to de-cribe with faithfulness, the great mass of facts which have come under his observation. 
He gives in detail the anatomical condition found in the pelves of women who died of dis- 
eases causinff no alteration in pelvic relationships. The details were obtained both from 
sectional and dissectional study. The majority of the plates which illustrate the work were 
drawn from nature by the author. 

TUBO-PERITONEAL ECTOPIC GESTATION. By J. 
CLARENCE WEBSTER, B.A., M.D., etc. 

4to. Qoth, 53 pages, |6.oo. 

This monomph ^ves a detailed account of an original research into the nature of a 
mixed variety of ectopic gestation, partly within the left Fallopian tube and partly within 
the peritoneal cavity. Such a variety has never yet been described. The work contains 
eleven colored plates. 

xo 
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^ SYSTEM OF ORAL SURGERY. Being a Treatise 
on the Diseases and Surgery of the Mouth, Jaws, Face, Teeth, 
and Associate Parts. By JAMES E GARRETSON, A.M., 
M.D., D.D.S, President of the Medico-Chirurgical Hospital, and 
Emeritus Professor of Oral and General Clinical Surgery in the 
Medico-Chirurgical College; Dean of the Philadelphia Dental 
College, etc. 

lUnstrmted with steel plates and numerous wood-cuts. Fifth Edition, thoroughly 
rerised, with important additions. 8vo. Cloth, ^.oo; sheep, Hio.oo. 

The interim between the present 
and the immediately preceding edi- 
tion of this book has been a con« 
tinuation of work by its author with 
view to enlarging and elaborating 
experiences that might prove of 
benefit to his |iatients, his students, 
and himself. An oUcrver, in look- 
ing over the volume in hand, and 
comparing it, even with the la>t of 
former issues, will find continutd in- 
crease in the way of new cha|)teni, 
tf>gether with many added illustra- 
tions, while alterations and interpo- 
lations will meet his eye on almost 
every page. This new matter and 
manner replaces, in no sense, the old, for the writer happily is without occasion to change 
any opinion or judgment that has been advanced. The meaning of the additions lies 
with the rapid growth and advance of the specialty. As to change of manner to be seen, 
this is with view to a still further con- 
densation of the matter of the book 
and to such elaboration in way of 
presentation of the subjects treated 
in it as shall make them easier of 
comprehension by a student, and, if 
possible, more practical. 

PRB88 CGIflfBNTS. 

** So much of new matter ha^ been 
introduced as to make it obligatory 
' upon every dentist, who desires to 
keep abreast of the advance of 
thought, to add the latest edition of 
the standard work to his librarv. 
Altogether, to say that the whole 
work is satisfactory is but feebly to 
express the sentiments with which 
every intelligent dental surgeon will 
receive it." — New Y^rk Independent 
Praetiiianer, 

** The reader is not obliged to wade 
through pages of words to catch a few 
ideas, nearly every sentence convey- 
ing a thought clearly and tersely. So 
comprehensive are the subjects pre- 
sented, and so minutely and tnor- 
ottghly considered, we have no hesita- 
tion in saying that, could the dental profession have but one of the text-books now in existence, 
G«nretaon*s < System of Oral Surgery* would be,/ar excellence, ike book. ^* ^Denial PractUwmr. 

II 
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NEW ENCYCLOPAEDIA OF CHEMISTRY. Theoret- 
ical, Practical, and Analytical, as Applied to the Arts and 
Manufactures. By Writers of Eminence. 



no one writer, however learned or painstaking, the publishers in carrying forward their enter- 
prise have availed themselves of the assistance of the leading chemists of the present day, as 
well as of writers who are practically acquainted with all the details of our great manufac- 
tures; while no expense has been spared to add to the clearness and usefulness of the articles 
by means of copious illustrations. This department of the work will be found to comprise, 
besides very numerous wood-cuts in the text, a series of highly-finished plate engravings of 
the most important or elaborate manufacturing plant in use at (he present time, — a feature, it 
is hoped, which will add greatly to its value and interest. 

PRESS COMMENTS. 



•• This valuable work has been published in 
parts, and has recently been completed, making 
a work in two volumes very fully and neatly il- 
lustrated, and bringing the account of practical 
chemistry down tc the most recent times. There 
is no branch of science that has made greater 
advances than chemistry within the last twenty 
years, and hence the need for such an encyclo- 
paedia as this, which succeeds the well-known 
work of the late Dr. Muspratt." — Philadelphia 
Ledger. 

*' The ' New Encyclopaedia of Chemistry' 
will take the place of the late Dr. Sheridan 
Muspratt's great work on Chemistry, published 
twenty years ago, and is a decided improvement 
upon that, which is out of print as well as out 



of date. In this new encyclopaedia everything 
is brought down to date, and there is, all through 
it, a combination of what is practical and what 
is scientific. The work is complete in two vol- 
umes of over a thousand pages, royal 8vo, each, 
in which the alphabetical arrangt'ment has been 
observed, with the addition of copious analyti- 
cal indexes for ready reference." — Phi/a, Press, 
" The work has already won its way to the 
fullest recognition for its breadth of scope, its 
thoroughness both of text and illustration, and 
its exceeding accuracy. It now represents, in 
compact shape, the latest accepted result of 
research, and the latest teachings with respect 
to practical methods in applied chemistry'."— « 
New York Evening Post, 
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A CLINICAL MANUAL OF THE DISEASES OF THE 
EAR. By LAURENCE TURNBULL, M.D., Ph.G., Aural Sur- 
geon to the Jefferson Medical College Hospital, Philadelphia; 
President of the Subsection of Otology of the British Medical 
Association at Cork ; author of a work on Hygiene of the Ear, 
etc , etc. 

Wiih a colored lithographic plate, and numeroas illustrations on wood. 
Revised edition. 8vo. Extra cloth, I4.00. 

PRESS coif MBNTS. 

'* The author ha5 greatly improved his work to the author, and they have been extensively 

in this edition, and it will meet a greater demand quoted in otological literature. All persons that 

than ever. It \% well issued, and worthy a place pay more than a passing interest to aural sur- 

in the library of all practitioners." — Amtrican gery will be amply rewarded by reading Tum- 

Lancet, Detroit. bull's book, which gives full information on 

" It is the most thorough treatise on diseases some important subjects that «re scarcely men- 

of the ear that it has been our pleasure to read. ^on«^ »" others. — A^. K. Archives of Otology. 

ILstTf physician is in need of such a work. .. -yy^ cheerfully commend the work, not 

whether he has any other work on the subject only to the specialist, but to the general practi- 

or not."— S^. Louis Medical Br'uf. tioner. as one of the best treatises yet issued 

" There are, in this book, a great many most upon diseases of the ear." — Nashville Jomrmal 

valuable observations and suggestions personal of Medicine and Surgery, 

HANDBOOK OF NURSING. For Family and General 
Use. Published under the auspices of the Connecticut Training- 
School for Nurses, State Hospital, New Haven, Connecticut. 
l2mo. Extra cloth, I1.35. School Edition. Cloth, flexible, |i.oa 

PRESS COMMBNTS. 

•• It is evidently prepared by some one who notes on baths, robbing, disinfection, and the 

has had long experience, and who has a natural use of the medical thermometer ; the second is 

vocation for nursing. There is scarcely a ques- devoted to monthly nursing ; and the third to 

tlon that a new and inexperienced nurse would the practical hygiene of house-keeping, cleaning, 

ask which is not here intelligibly answered, ventilation, care of the nursery, sleeping rooms, 

It is especially a book for the fomily. giving kitchen. cellar, wash-tubs. and closeU. Itshould 

valuable hints to every one who undertakes the be the commonplace-book of every household, 

care of the sick, even where nothing but care and the hand-tx>ok of every nurse. ' — New Yorh 

and proper attention is required." — Harper's Sanitirium. 
Weekly, •* This is probably the best work of the kind 

*' A clear, practical, common-sense book on ever given to the worid, and we thoroughly as- 
hygiene, no less serviceable to the mother and sent to the endorsement of President Porter, of 
house-keeper than to those who make a business Yale College, that, though brief in language 
of nursing, for whom it is more particularly in- and simple in its form, it is the fruit of the ex- 
tended. It consists of three parts The first perience of years in the supervision of hospital 
descril>es medical and surgical nursing, with cases and duties." — Philadelphia Press, 

DISEASES OF THE MOUTH, THROAT, AND NOSE. 
Including Rhinoscopy and the Methods of Local Treatment. For 
Practitioners and Students. By Dr. PHILIP SCHECH. Trans- 
lated by R. H. BLAIKIE, M.D., F.R.C.S.E. 

With illustrations. 8vo. Extra cloth, I3.00. 
This translation was undertaken with the idea of presenting to the profession a short and 
concise work on the subjects with which it deals. The very favorable criticisms of the book 
in the German medical journals show that it is one deserving the attention of all interested 
in this branch of medical jtcience. The author in his preface says, " There are certainly 
many good works and writings on these sul^ects already, out most of them seem to be either 
too voluminous or too short. I have therefore very gladly 'complied with the request of the 
publishers to write a short but exhaustive treatise on the subjects, all the more because, hav- 
ing worked for twelve years at the literature as well as the practice of these diseases. I have 
now come to know exactly what the practitioner requires." 
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PRACTICAL LESSONS IN NURSING. 

1 2mo. Extra cloth, ^i.oo each. 
I.— THE NURSING AND CARE OF THE NERVOUS AND THE INSANE. 
By CHAS. K. MILLS, M.D., Professor of Diseases of the Mind and Nervous 
System in the Philadelphia Polyclinic and College for Graduates in Medicine ; 
Neurologist to the Philadelphia Hospital, etc. 

PRB88 COIflf BNTa 
" The book b a rahiable one, and should be too fomiliar with the proper raanagement of 
read by every nurse as well as by phjrsicians who nian v of the nenrous diseases met with in general 
realize the importance of extra-mediod influences practice." — Can a d i an Practitioner, 
Md agencies in the cure of disease."— A: K .. i consider it a most valuable addition to a 

Medual Digest, nurse's library, and shall advise all nurses under 

" This work may be perused with advantage, my charge to obtain it." — Jennie Dahiel, Head 
not only . by professional nurses, but also by Nurse at Pkiladelpkia Hospital, 
medical men, who, it must be admitted, are not 

II.— MATERNITY ; INFANCY ; CHILDHOOD. The Hygiene of Pregnancy ; the 

Nursing and Weaning of Infants ; the Care of Children in Health and Disease. 

Adapted Especially to the Use of Mothers or Those Intrusted with the Bringing 

up of Infants and Children, and Training Schools for Nurses, as an Aid to the 

Teaching of the Nursing of Women and Children. By JOHN M. KEATING, 

M.D. PRB88 COIfilBNTS. 

•• The first part of this book is intended for " It is probable that every physician has many 

mothers.— giving them just that sound, practical times realized the need of such a work as thb, 

advice they so much need, the observance of which, while giving the necessary information to 

which must result in healthier women and off- those having the care of children or of the mother 

spring. For her own sake and for the sake of during maternity, does not trench upon the duties 

her child, we wish every mother had a copy of of the physician. It is manifestly impossible for 

thb book." — Practice^ Richmond, the physician to be always at hand to direct the 

•• Dr. Keating, in a simple, easy manner, tells ?«™s. or «<> provide for all possible emeigendes 

the story of what to do. and how to do it ; so by any set of directtons. short of systemaUc in- 

that any one can readily catch the authors mean- s«niction ; but what he cannot do this litUe work 

Ing. We know of no better book on the subject docs admirably, as a glance at the list of content! 

Vh commend it most ooxdAiXL^:* ^Philadelphia ^" *how. ^Anhives of Gynacology, N, Y. 

Medical Register, 

III.— OUTLINES FOR THE MANAGEMENT OF DIET; or, The Regulation of 
Food to the Requirements of Health and the Treatment of Disease. By E. T. 

BRUEN, M.D. PRB88 COIfilBNTS. 

" It is an excellent book for its many hints " The work is well arranged, well written, 

regarding the action of foods, regulation of diet, and forms a small but excellent addition to the 

etc. It will be of great service to young nurses literature of dietetics." — Chicago Medical Jour-- 

on account of its numerous suggestions concern- tuU and Examiner, 

ing the preparation of various articles of food .. Physicians cannot be cooks, but have a 

for the sick-room. It Is worthy also of a place rf^t to expect nurses to know h<m to prepare 

on the physicians table, among those books the proper food as well as druggists should know 

which are aptly called hand-books, for it con- how to compound medicines. For this reason 

tains many important details, too easily forgotten |he little book will serve a valuable purpose and 

amid the pressure ofmore serious considerations, cannot be recommended too highly."— Oittf*.- 

which can thus be recalled and grasped at a ,|^/,- ijincet^Clinic, 
moment's notice." — N. Y, Medical Journal, 

IV.— FEVER-NURSING. Designed for the Use of Professional and Other Nurses, 
and especially as a Text-Book for Nurses in Training. By J. C. WILSON, A.M., 
M.D., Visiting Physician to the Philadelphia Hospital and to the Hospital of the 
Jefferson College ; Fellow of the College of Physicians, Philadelphia ; Member 
of the American Association of Physicians, etc. 

PRB88 COMilBNTS. 

" Dr. J. C. Wilson has the happy (acuity of prehensive. and while brief in his explanations, 
writing a book which his readers can comprehend he always covers the ground intended without 
without an effort. His style is clear and com- missing a pohit." — N. K Health. 
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PRB8S COIfilBNTS ON PBVBR.NURSINO.-CoBtino«d. 

" Such books as constitute this series are in- "A cursory reading of the sevena cbapteiB 

valuMble in the training of nurses, and should be has convinced us that this hand-book contains 

added to the reading course for nurses in all our much that will be of interest to the practising 

hospitals. , physician, and especially those of our school, 

A ?''\W»**<>" » treatise keeps the series up to many of whom, alasl are woftilly deficient in 

the high standard of its predecessors/'—Au/iox- augh t save the application of remedial measures. 

•polu Medical Journal, We commend the woric."— A^. Y, HomaopatMst, 

v.— DISEASES AND INJURIES OF THE EAR: Their Prevention and Cure. 
By CHARLES H. BURNETT. A.M., M.D., Aural Surgeon to the Presbyterian 
Hospital, and one of the Consulting Aurists to the Pennsylvania Institution for 
the Deaf and Dumb, Philadelphia ; Lecturer on Otology, Women's Medical 
College of Pennsylvania, etc. 

PRESS COIfilBNTS. 

" The instructions contained in these books should be in the library of every physician, and 
•re applicable to almost any form of disease, ex- could be given by him to the nurse as a i 



cepting surgical cases. They can be recom- of carrying his patient through successfully, and 
mended in the strongest terms to nurses and to save him many words and valuable time in ex- 
physicians, and are well written and very hand- plaining to the person in charge just what to do 
somely printed."— />AtAi<^//Aia Medical and and what to avoid. There are now five of these 
Smrgieal Reporter, little works, and the price is within the reaich of 
'* This series of Practical Lessons in Nurshig all."— .ST. Louis Medical Brit/, 



THE ROLLER BANDAGE. By 
WILLIAM BARTON HOPKINS, 
M.D., Senior Surgeon to the Episcopal 
Hospital; Surgeon to the Out-Depart- 
ment of the Pennsylvania Hospital, etc. 

[srSCIlMN ILLUSTRATION.] 

With 73 designs fully illustrating the process of bandaging. 

I2mo. Cloth, flexible, I1.25. [sfkiksn ilutstratiom.] 

PRB8S COIfilBNTS. 

" This is a very clear and satisfactory treatise on t 
The text is framed without waste of words, and the il 
are excellent. As a text-book for the student, and 
to the practitioner in a most important department 
sional work, it is destined to do good service."— 
Medical News. 

"The book is of value to the early beginner i 
dressing, and may be read with advantage by olde 
good bandaging is an exceedingly important adjuni 
surgery." — FhUadelpkia Medical and Surgical Repo% 

** Ek>ok8 on bandaging are not numerous, and si 
extant are profusely adorned with fancy diagrammatic 
which, on attempted application, will be found im| 
accomplishment Ihe diagrams in this work are 
realistic, and have the appearance of bandages as the 
in application. The author, in his preface, states thai 
grams are intended to do the teaching, rather than by 
descriptions, which are usually mystifying. He has 
most admirably. We can commend this work to 1 
feel the need of a compendium on roller dressings. 
delpkia Polyclinic, 

" Every student and every physician not thoroughly conversant with the various methods of 
applying the roller bandage should not foil to buy a copy of the above work. It contains cuts 
upon almost every page, illustrating the various methods of applying the bandage, is printed on 
heavy paper, neatly bound, and in sise is convenient to carry in the pocket." — Indiana Medicai 
Jounial. 
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THE PRACTICE OF PHARMACY. A Treatise on the 
Modes of Making and Dispensing Officinal, Unofficinal, ana Ex- 
temporaneous Preparations, with Descriptions of their Properties, 
Uses, and Doses, Intended as a Hand-Book for Pharmacists and 
Physicians and a Text-Book for Students. Second Edition. En- 
larged and ThorouglUy Rnnsed. By JOSEPH P. REMINGTON. 
Ph.M., F.C.S., Professor of Theory and Practice of Pharmacy and 
Director of the Pharmaceutical Laboratory in the Philadelphia 
College of Pharmacy, etc. 

Containing over 1300 pages and 630 illustrations. 8vo. Goth, extra, ^6.00; sheep, I6.50. 

• The value of the 
method of proving 
progress in knowl- 
edge by answering 
questions has been 
recognized in this 
edition, and a series 
of questions on the 
subjects embraced 
has been appended 
to each chapter. 

After the chapter 
on Metrology, typi- 
cal pharmaceutical 
problems and exer- 
cises in alligation 
have been inserted. 
Part v., treating of 
Magistral P h a r - 
macy, and Part VI., 
, containing the 
Formulary of Un- 
officinal Prepara- 
tions, have been 
revised and greatly 
extended. More 
than one hundred 
Remington's Percolating Stand. illustrations and fifty 

pages have been 
added to Part V. Fac-similes of one hundred autograph and questionable prescriptions, 
selected to demonstrate how various difficulties occurring in daily practice may be overcome, 
and accompanied by running comments, constitute the most important addition to this portion 
of the work. These have been printed upon enamelled paper with special care, in order 
that the originals may be faithfully reproduced. By the incorporation of the National For- 
mulary, the elision of those formulas which might conflict with this authority, and the addition 
of others, it is believed that greater usefulness in this Part will be secured. The additions 
represent a net increase of two hundred pages, the illustrations numbering six hundred and 
thirty-nine, or one hundred and forty more than were in the first edition. A very complete 
and useful index has l>een added. 

TBSTIifONIALS. 

"I do not hesitate to say it is the most without a copy." — Edward W, Runyon^ 

complete book on Pharmacy that can be had. Dean of the Fafulty^ College of rhanuacy^ 

By the excellent arrangement the editor has San Francisco^ Cal, 
adopted at the end of each chapter, students 

can avail themselves of a self-examination " Tt is not too much to say that ' Reming- 

which can only result to their good, and give ton's Practice' is the greatest and most com- 

them a belter understanding of Pharmacy in prehensive exiK>nent of the science and ;he 

all its branches. I can conscientiously say art from the time of Paracelsus to the present 

that no druggist or druggist's clerk should be day." — Western Druggist, Chicago, III. 
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DOCTOR AND PATIENT. By S. WEIR MITCHELL, 
M.D., LL.D., Harv., author of " Fat and Blood, and How to Make 
Them," " Wear and Tear ; or, Hints for the Overworked," etc. 

l2mo. Extra cloth, I1.50. 
PRB88 C01I1IBNT8. 



**Dr. Mitchell's papers on 'Doctor and 
Pstient' seem to us admirable. Thejr embody 
the teachings of a remarkably broad experience, 
and contain strongly-presented warnings against 
the modem tendency to seek protection against 
nervous complaints and pain m opiates. . . • 
hi all respects the little book is meritorious and 
one which may be most profitably studied by 
all."— A^w York Tribune, 

*' While in sympathy with all suflferers, and 



especially those with nervous ills, he writes with 
a vigor and discernment that carry conviction 
to the invalid. We wish the chapters on Ner- 
vousness, Pain and its Consequences, and The 
Moral Management of Invalid Children, could 
be read by every man and woman that has had 
experience in these directions. We commend 
the book as a valuable addition to the many 
excellent writings of the author.*'— A^. K Imd*^ 
ptmdtnU 



WEAR AND TEAR; OR, HINTS FOR THE OVER- 
WORKED. By S. WEIR MITCHELL, M.D., LLD., Harv., 
Member of the National Academy of Sciences, President of the 
College of Physicians of Philadelphia, etc. 

Fifth edition, thoroughly revised. i6mo. Ooth, ^1.00. 
PRBS8 C01I1IBNT8. 



"It is a physician's duty and a layman's 
privilege to instruct himself from this little work, 
so wise in matter, so graceful in style, on a sub- 
ject vital to both profession and laity." — New 
England Medical Gautte, 

'*The author's position on the subject of 
overwork is moderate and reasonable, and the 
book contains many valuable hints worthy the 
attention of every out,'* — Po^ar Science 
NetM, 



" Dr. Mitchell's excellent little work is, in iu 
new edition, a repetition and re-enforcement of 
the remonstrance made by the author in pre^ 
vious editions against the wear and tear of over- 
work, so characteristic of us as individuals and 
as a people. The advice and suggestions are 
always timely, and commend themselves to 
physician and laity alike, for the spirit of unrest 
is not limited to class, sect, or wtx."'-~Pkilad^ 
College and Clinical Record, 



FAT AND BLOOD. An Essay on the Treatment of Cer- 
tain Forms of Neurasthenia and Hysteria. By S. WEIR 
MITCHELL, M.D., author of "Doctor and Patient," "Wear 
and Tear," etc. 

Third edition, revised, with additions. lamo. Extra cloth, 11.5a 
PRB88 C01I1IBNT8. 
*'A most practicable, sensible, and well- 
written monograph on a very important sub- 
ject. Doctor Mitchell deserves the gratitude 
and thanks of every medical man for his origi- 
nal and practical treatment upon neurasthenia 
and hysteria." — St, Louis Medical Brief, 

*' If properiy heeded it can do more good in 
proportion to iu pages than almost any volume 
which has recently come under our notice." — 
Boston Post, 



"We cannot too highly recommend Dr. 
Mitchell's book to the attention of our readers. 
In order to understand the mode of carrying 
out the treatment, all its details must be studied 
carefully, and in the pleasantly and cleariy 
written pages of the work under notice such a 
detailed account will be found as to enable 
any one to select his cases and direct their 
treatment with success." — Dublin youmat of 
Medical Science, 

INJURIES OF THE NERVES AND THEIR CONSE- 
QUENCES. By S. WEIR MITCHELL, M.D., author of 
" Fat and Blood," "Wear and Tear," etc. 

8vo. Cloth, I3.00. 
PRB88 COiflfBNTS. 

"It is certainly one of the most valuable great value to the profession. We know of no 
eontributions to modem medical science." — other in the English language at once so com- 
Paci/lc Medical Journal, plete. so original, and so readable." — Detroit 

**The work is evidently a contribution of Review of Medicine and Surgery, 
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NERVOUS DISEASES AND THEIR DIAGNOSIS. A 

Treatise upon the Phenomena Produced by Diseases of the Nervous 
System, with Especial Reference to the Recognition of their Causes. 
By H. C. WOOD, M.D., LL.D., author of " Thermic Fever," " On 
Fever," etc. 

8vo. Extra cloth, ^.oo; sheep, I4.50. 
PRESS COilMENTS. 

•'Dr. Wood has added a very important in this department of science, constitute the truly 

worlc to American medical literature, a book great attractions of this book. The distinguished 

which shows progress in the most difficult branch author is widely recognized as one competent 

of the profession, and of which he may justly for his task." — Albany Medical Annals, 

feel a pride in being the author. "~/>ii»/ad>^A/a " It is at once a substantial contribution to 

Medical News. neurology, and a trustworthy guide." — London 

"Dr. Wood is an able clinician, and this PractUioner. 

makes the book valuable. His observations are " The honest effort of one who never writes 

practical and 10 the point, and show careful siudy without teaching, and who always writes and 

of the large number of cases which have fallen teaches well." — New York youmal 0/ Insanity, 

under his care." — New York Medical youmaL " As a text-book forstudents and piactitioners 

** Lucid language, clear type, a full index, we most cordially recommend it"«-^. Lonis 

and, above all, the presentation of late advances Medical JoumaL 

A TEXT-BOOK OF CLINICAL DIAGNOSIS. The 

Chemical, Microscopical, and Bacteriological Evidence of Disease. 
By Dr. RUDOLPH VON JAKSCH, of the University of Prague. 
Translated from the Third Edition by JAMES CAGNEY, M.A., 
M.D. With Additions by WM. STIRLING, M.D., Sc.D., Pro- 
fessor of Physiology, Owens College, Manchester. With numerous 
Illustrations in color. Medium 8vo. Cloth, ^6.50. 

" The American practitioner and student •* The book prepared by this intellectual 

has now the opportunity of adding a very trio of men, who possess a practical and a 

valuable work to his library, and one that he world-wide reputation, will be of assistance 

will often consult with due advantage." — to the author, student, and practitioner.'* — 

Medical Brief, St, Louis. Medical Bulletin, Philctdelphia, 

ILLUSTRATIONS OF THE NERVE TRACTS IN THE 
MID AND HIND BRAIN, and the Cranial Nerves arising there- 
from. By ALEXANDER BRUCE, M.A, M.D. Containing a 
number of figures in the text and twenty-seven full-page colored 
plates. 

Oblong 4to. Cloth, 312.50. 

PRACTICAL HISTOLOGY. A Text-Book of Practical 
Histology, with Outline Plates. By WILLIAM STIRLING, 
M.D., Sc.D., F.R.S.E., Regius Professor of the Institutes of Medi- 
cine in the University of Aberdeen. 

With 30 outline plates, i colored plate, and 27 wood-engravings. 
Quarto. Extra cloth, ^50. 

<* The author has endeavored to give a faithful account of the methods which he has 
found to be the most useful for the preparation of each of the tissues and organs of the body 
for microscopic purposes. No method is introduced which he has not found from repeated 
trials to be successful. The methods described are those which, after nine years' experience 
in the teaching of practical histology, he has found to be really reliable.'* — Preface. 
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HYPODERMATIC MEDICATION. The Treatment of 

Diseases by the Hypodermatic or Subcutaneous Method. By 

ROBERTS BARTHOLOW, M.A, M.D., LLD., Professor of 

Materia Medica, General Therapeutics, and Hygiene in the Jeffer^ 

son Medical College of Philadelphia ; Fellow of the College of 

Physicians of Philadelphia, etc. 

New Edition. Entirely revised and enlarged. With Illustrations. 
i2mo. 542 pages. Cloth, I3.00. 

PRB8S C01I1IBNT8. 

" This is now the most complete work upon results of bacteriological research as far as this 
the subject of subcutaneous medication."— form of treatment is affected thereby, and in- 
Goiliaras Medical Journal^ N, Y. eludes all of the later additions to the materia 

** The information i t gives cannot elsewhere be medf ca which are capable o f use in this manner, 
obtained. . . . It is the authority upon the sub- Pyoktanin, cantharidin. creolin. etc.. among the 
iect upon which it treats, a subject that is grow- late, antiseptics are given careful review, lliere 
Ing in extent and importance every day. and it would seem to be nothing omitt^ which the 
is indispensable to every physician who would practitioner may desire to investigate, and we 
keep abreast with medical progress and dis- can commend the work to our readers as em- 
oovery."« 'Maryland Medical youmal, bodying in complete form the very latest re- 

'* A complete presentation of the subject of searches into this important field of medica- 
bypodermatic medication. It has been brought \xoTk"—CimcimmaH Ltmcet-Clinic, 
wdl up to the present year, embodying the latest 

THE REFRACTION AND ACCOMMODATION OF 
THE EYE AND THEIR ANOMALIES. By E. LANDOLT, 
M.D., Paris. Translated under the author's supervision by C. M. 
CULVER, M.A., M.D., Albany, N. Y. 

With 147 illtistrations. 8vo. Extra cloth, I7.50. 

This work was first published in t|ie French language. The present English edition ha^ 
however, been considerably modified by the author's experience since its first publication. 

It is divided into Three Portions, or Divisions, as follows : I. PHYSICAL PORTION. 
II. THEORETICAL PORTION. III. CLINICAL PORTION. And also contains a 
Complete Index. PRB88 C01I1IBNT8. 

"There is no work which the beginner in the appearance of Donders's great work, no book 
the study of refraction can read to greater profit upon this important branch of ophthalmology has 
than this one of Dr. Landolt's. The author has been published which can at all compare with 
a happy fisculty of simplifying things, and it finds the work t)efore us. It contains less of matho- 
nowhere a more appropriate field for its em- matical and more of the clinical element than 

eoyment than in the dominion of refi^u:tion. Donders's book, and will, we believe, on that 
r. Culver has done his work as a translator account, to a great extent, replace in this country 
rntSXy —Archives of Cfpktkalmolofy, M Y. the latter as a book of reference." — L^tuhm 

" We have no hesitation in saying that, since Medical Record. 

WILSON'S CLINICAL CHART, Designed for the Con- 
venient, Accurate, and Permanent Daily Recording of Cases 
IN Hospital and Private Practice. By JAMES C. WILSON, 
M.D., Physician to the Philadelphia Hospital, and to the Hospital 
of the Jefferson College. 

50 Charts, in tablet form. Size, 8^ x it inches. Pi ice, 50 cents per block of 50 Charts. 

PRB88 COililBNTS. 

"This Chart, designed for the convenient, ao- keep such a record of his cases as will enable 

curate, and permanent daily recording of cases him to review them at any time ; in doing so 

in hospital and private practice, is so arranged he always t)enefits him^lf While this chart 

as to be an invaluable aid to all practitioners would not answer the purposes of the specialist, 

who desire to avail themselves of every op- yet it is the best we have seen for the general 

portunitT to improve themselves and thereby practitioner."— 3X. Louit Medical and Smrgiccd 

benefit their patient. Every practitioner should Jonmal. 
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FOODS FOR THE FAT. A Treatise on Corpulency, and 
a Dietary for its Cure. By NATHANIEL EDWARD 
DAVIES, Member of the Royal College of Surgeons, England, 
author of " Aids to Long Life," ** Medical Maxims," " Nursery 



Hints," etc. 



I2mo. QoUi, 75 cents. 
PRESS COilMBNTS. 



" It will prove a valuable guide to those who 
wish to reduce their surplus weight. The vol' 
ume closes with a large number of recipt^ for 
tempting dishes that will assist far better than 
tnedicme in bringing the body back to health- 
ful slenderness." — Pittsburg Bulletin, 

'* It treats suggestively of the uses and the 
elimination of food, over-eating, exercise, stim- 



ulants, etc.. and givrs a dietary to be followed 
for the reduction of flesh. I'he latter is espe- 
cially generous, and will make it possible for 
any * fat man' to starve himself and yet live. 
The author's thesis is that such a man ' can go 
on eating very well indeed, and yet be cured 
of excessive stoutness.' " — Washington, tublic 
Opinion, 



INTRACRANIAL TUMOURS. By BYRON BRAM^ 
WELL, M.D., F.R.S.E., Lecturer on the Principles and Practice 
of Medicine in the Extra-Academical School of Medicine, Edin- 
burgh. 

270 pages. 8vo. Cloth, ^.50. 



1 16 illustrations. 



PRESS COililBNTS. 



" The book is of great value from its wealth 
of personal ot>servations, and is an excellent 
manual upon a subject which has recently be- 
come so much more important than ever before. 
The arrangement is good, the style clear, and 
the illustrations, which are most profuse, are 
most admirable. They alone are worth the 
price of the book, for almost every one of them 
is new and they are drawn from specimens in 
the possession of the author or his friends." — 
Boston Medical and Surgical youmal, 

•' There have been few books issued fh>m the 
medical press of this or any other country 
which can compare with this magnificent vol- 
ume. It is printed in the most admirable way, 
and its illustrations are unusually fine. The 



latter include such beautiful engravings and 
reproductions of photographs, showing the mac- 
roscopic and microscopic appearances of a 
great variety of morbid conditions of the brain 
and its adulxa, that it is hard to find words to 
express the admiration they excite. And these 
attractions of the book are entirely in keeping 
with the scientific merits of its contents. Et. 
Bramwell is well known as a careful observer 
and an able writer, and his reputation — already 
sufficiently established — will only be enhanced 
by this work. No careful student of brain- 
pathology can afford to be without it. and we 
can recommend it in the most unqualified terms 
to the attention of our readers." — PkikuUlpkia 
Medical and Surgical Reporter, 



HYDROPHOBIA. An account of M. PASTEUR'S system. 
Containing a translation of all his communications on the subject, 
the technique of his method, and the latest statistical results. By 
RENAUD SUZOR, M.B., CM., Edinburgh, and M.D., Paris, 
commissioned by the Government of the Colony of Mauritius to 
study M. PASTEUR'S new treatment in Paris. 

With 7 illustrations. i2mo. Fine cloth, I1.50. 
PRESS COMMENTS. 



•• For the better comprehension of what this 
benefoctor of mankind (M. Pasteur) aims at 
doing, and how far he has advanced towards 
the attainment of his object, we cordially wel- 
come this small work by Dr. Suzor, which es- 
sentially consists of a translation of all M. 
Pasteur's communications to the Academy of 
Sciences and elsewhere on the subject of hydro- 
phobia, with a description of his technique, and 
the .latest statistical results. . . . There will be 



no need to repeat this labor, so well done is it 
in the work before us. 

" Preliminary to the chief part of the work 
is a short description of hydrophobia, so for as 
known previous to the end of the year 1880, 
when M. Pasteur turned his attention to the 
disease. The description is excellent, and well 
worthy of perusal by those even who are not 
above a free expression of opinion on this most 
difficult subject." — London Saturday Reviiw, 
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ELEMENTS OF MODERN CHEMISTRY. By 
ADOLPHE WURTZ, Senator, Professor of Chemistry of the 
Faculty of Medicine of Paris, etc. Third American Edition, 
Translated and edited with the approbation of the author, from the 
Ftfth French Edition, by DR. WM. H. GREENE, Professor of 
Chemistry in the Philadelphia Central High School, etc. 

New edition, revised and enlarj^. 132 illustrations. 8vo. Qoth,^8.5o; 

s in the 
tie form 
ars ago. 
to com- 
a large 
rections 
:hapterB 



have been added to the history of the qranogen compoonds, the hydrocarbons, the acids, and 
the aromatic compounds. Among these will be particolarly noticed the articles on isomerism, 
the axoic and diaxoic compounds, and the pyrodic bases, subjects which have acquired great 
importance during the last few yean. 

PRB88 COilllBNTS. 

"There are a great 
chemistry in the field all 
none that will fill the w 
completely as this. It f 
ganic as well as in- 
organic chemistry." — 
M K Medical Record. 
" That this work has 
alre&dy passed through 
five French and three 
American editions, 
sufficiently attests iu 
worth. The method 
adopted by the author 
in presenting the sub- 
ject is, on the whole, 
wo believe, a happy 
one. Before entering 
upon a description of 
the elements and their 
compounds, those un- 
derlying principles and 

laws of chemical combination which are of most after the student is better prepared by study and 
importance for the Ixginner to understand at the experiment to understand them. Nearly half 
outset, such as the laws of definite and multiple the book is devoted to organic chemistry, not too 
proportions. Gay-Lussac's law. Ampiris law. the large a proportion, considering the great impor- 
law of specific heats, of isomorphism, etc.. are tance of the subject and the rapid advances it ii 
stated and iUustrated by weU-chosen experi- making at the present time."- H^<M/#m Z>r«iyMA 
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ATLAS OF VENEREAL DISEASES. By P. H. MAO 
LAREN, M.D., F.R.C.S.E. 

Containing 30 colored plates and over 40 subjects. Complete in ten parts. Ro3ral 4to. 
Paper, $2.00 per part ; or one volume, folio, half morocco, $25.00. 

This work consists of a series of life-size plates. The illustrations, without exception, 
are original. They are copied from painting<« of cases which have come under the author's 
observation during the past few years. The chief aim of this work is to offer to the medical 
profession a series of illustrations which may prove useful. To medical students who have 
not sufficient time nor opportunity afforded them in their curriculum for the systematic study 
of the multiform expressions of this class of diseases, it is hoped that this Atlas will I*e 
specially serviceable. In the production of the plates neither labor nor expense has been 
spared to reproduce the original paintings with accuracy and finish. Each will be accom* 
panied by a concise and clear description of the conditions portrayed. The Alias is hand- 
lomwly printed on a thick specially-prepared paper, folio size, 15x11. 



GYNiCCOLOGICAL ELECTRO-THERAPEUTICS. By 
Dr. HORATIO R. BIGELOW, Permanent Member of the 
American Medical Association, Fellow of the British Gynaeco- 
logical Society, etc., with an Introduction by Dr. GEORGES 
APOSTOLI. 

Illustrated. 8vo. Cloth. I3.00. 

" This comprises a recapitulation of the ment. ... To those who are unable to read 

work and methods of Dr. Apostoli. The book his papers in the original, this book affords 

is opened by an introduction on the advan- an opportunity to acquaint themselves with 

tages of the use of electricity in the treatment the great success attained by this diligent 

of the diseases of women, and the class of student. Those interested in the treatment 

cases which are most likely to derive benefit of pelvic disorders will find themselves well 

from its use. repaid for a perusal of ihis work. The re- 

*• The first three chapters are devoted to suits given are so flattering that the operator 

the physics of electricity, — knowledge neces- who cures such diseases by mutilation should 

sary to a proper understanding of the thera- hesitate before sacrificing organs that may be 

peutic application of the agent. rendered productive and f>ainless by other 

** The balance of the book is taken up methods of treatment.'* — Pkilatlelphia Medu 

with a risumi of Apostoli*s plans of treat- cal Bulletin, 



HYDATID DISEASE IN ITS CLINICAL ASPECTS. 
By JAMES GRAHAM, M.A., M.D., late Demonstrator of Anat- 
omy, Sydney University. 

204 pages. With 34 full-page colored plates from original drawings. 
8vo. Cloth, I4.50. 

NERVES OF THE HUMAN BODY. With Diagrams. 
By ALFRED R HUGHES, Bachelor of Medicine and Master 
in Surgery of the University of Edinburgh, etc. 

4to. Cloth, 32 pages, I3.00. 

While chiefly designed to lighten the task of students of medicine in acquiring a 
knowledge of the nerves of the human body, this volume may also be used to advantage at 
an adjunct to the standard works on practical anatomy. The letter-press covers all that is 
required, and the diagrams are carefully executed. Tlie book will be found a great help to 
students in their practical work. 
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THE DISEASES OF THE MOUTH IN CHILDREN. 
(Non-Surgical.) By F. FORCHHEIMER, M.D., Professor of 
Physiology and Clinical Diseases of Children, Medical College of 
Ohio, etc 

l2mo. Qoth, I1.25. 

** This little book of two hundred jMges is the meet valuable contribution to the advance- 
ment of our knowledge of diseases of the mouth which has as yet appeared in the English 
language. The object of the book is essentially that of establbhing a proper nomenclature 
for (he varied and absurd names which, ibr so many years, have been applied at hap-hazard 
to the local lesions of the mouth. The author has given much time and original investiga- 
tion to the subject, and has given to medical literature a book which should be on the shelves 
of every general practitioner who wishes to keep abreast of the tmies.*' — Medical ami Sttr- 
giciU Journal^ Boston. 

<< The non-surgical diseases of the mouth, which are more or less confined to children, 
are so many and so important tbsu Dr. Forchheimer's excellent book seems 10 supply a want. 
It deals with a considerable number of sulnects of interest to the medical practitioner, and 
does so in a clear and practical way. We have read the book with much interest and piofit, 
and can recommend it as a useful contribution to practical medicine." — Medicai Journal^ 
Edinburgh. 

<< The consideratioo of diseases of the mouth in children is of great importance to every 
practitioner : first, as a means of diagnosis ; and, second, to relieve the little sufferers and 
keep up the nutrition of their bodies. The author, in this very able work, has placed before 
the profession, in a thorough manner, a full account of all the diseases of the buccal cavity. 
The volume includes almost two hundred pages— well written— and with most practical ad- 
vice from a good clinician. One of the very instructive chapters is No. 9, which refers to 
the tongue and mouth in disease of remote parts." — PhUadilphia Meduai Builttv^ 

THE COMPLETE MEDICAL POCKET-FORMULARY 

AND PHYSICIAN'S VADE-MECUM. Collated for the Use 

of Practitioners. By J. C WILSON, A.M., M.D., Physician to 

the German Hospital, Philadelphia, etc. 

262 pages, fiound in leather, pocket-book fonn (size, ^% x 8 inches), I2.00. 

** This is a compact and exhaustive compilation of the favorite prescriptions of physicians 
eminent in iherr profession, and must prove of inestimable lvalue to practitioners who find 
little time for the thorough reading of large text-books. The author is clearly to be congrat- 
ulated on his presentation of the subject-matter and on his judicious selection of formulas. 
It contains a &ir]y full list of the solubilities and therapeutic applications of new drugs, be- 
sides a brief account of external anti-pyretics and urinary tests. The book is one which can 
be recommended with confidence to all desirous of rendering themselves familiar with the 
application and posology of special and general medicamenti.'* — FkarmacaUicai Record. 

HYSTERICAL OR FUNCTIONAL PARALYSIS. By H. 

CHARLTON BASTIAN, M.A., M.D., author of "On Paralysis 

from Brain Disease in its Common Forms," etc. 

Crown 8vo. Cloth, $2.25. 

The nucleus of this little book was published last year in the London Lancei. The 
records of several new cases have now been incorporated, and the discussion of the subject 
has, in reference to some points, been still further developed. Iliere has also been added 
three appendices dealing with the scientific foundations upon the basis of which, together 
with careful clinical observations, the views here expressed have been gradually built up. It 
is a book in which every progressive physician should be interested, and is of special value 
to neurologists and gynsecolog'sts. 
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**^^,. . ^,^ *,w ^ Mother, by 

«., M.D. Child, 

M.D., LL.D. A 

sntific knowledge 

the mother and 

I It will add to the 

mother and child 
; excellent work, 
ited with numer- 

iro. Cloth, $2.50. 
oughly responsible 
tgfiiid Republican, 
' An excellent manual, 
instructive and reada- 
—CAicago Times. 
' A work of this nature 
les a necessity to the 
T and a great help to 
h:\ot."— St. Louis Med- 
^Hef. 

"A valuable 
book that contains a 
liEu^e amount of 
much-needed infor- 
mation concerning 
maternity and rear- 
ing of infants and 
children." — A^. K 
Nursery Guide, 
** The book is the most complete work of the kind that has ever come under our notice, 
and when once it has a place in the household it will be regarded as invaluable and indis- 
pensable. * ' — Boston home Journal, 

*' It contains almost everything that women want to know about the care of themselves 
and of their children. The hygiene of motherhood, the tender care of the precious babies, 
and the tendency of little people in general to diphtheria and measles, are not the only things 
provided for. There are helpful chapters on ventilation and exercise, on school-hygiene and 
surgical emergencies, on teetiiing and earache, and, in short, on every topic, as we have said, 
on which the average mother needs information. There is a sensible absence of technicality, 
and an abundance of sound common sense in the book, and we heartily recommend it." — 
Interior^ Chicago. 

** It is a gem of the 6rst water. As we go further into the volume, we find that it is 
written not for the profession but for the laity. Nut to supplant the physician but to aid him 
by educating the mother in the right way. . . . We wish a copy could be put in the hands, 
of every nurse." — New England Medical Monthly, 

THE INTERNATIONAL MAGAZINE POCKET VISIT- 
ING LIST. By J. C WILSON, M.D. Thirty and Sixty Patients 
each week. 1893. Arranged for the use of practitioners. Each 
page gives at a glance the name and address of the patient, to- 
gether with the weekly record, charges, page of ledger, diagnosis, 
and otber memoranda. 

Pocket-book form. Thirty patients, 1 1. 25; sixty patients, ^1.50. 
** In addition to its value as a book of accounts, it contains a great deal of valuable in- 
formation. This is the best visiting list we have seen this year, and it will greatly simplify 
the keeping of accounts." — Chicago Medical Times, 

H 
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PRACTICAL PATHOLOGY. A Manual for Students and 
Pracutioners. By G. SIMS WOODHEAD, M.D., F.R.C.P. Ed., 
etc. 

With 195 Colored Illustrations. Third Edition, Greatly Enlarged and Revised. 
8vo. Cloth, %^ 00; sheep, $8.00. 

During the last decade great advances have been made in the methods of studying pa- 
thology ; students are more thoroughly grounded and trained in practical work, and the gen- 
eral standard of pathological knowledge is now certainly much higher than it was even ten 
years ago. It is therefore the more necessary that any one essaying to offer instruction in 
practical pathology should take the greatest care to bring his descriptions into line with the 
results obtained by modem methods. A sense of this responsibility and further experience 
in teaching, and of the needs of both student and teacher, have impelled the author to en- 
large the scope of the work and to alter it very materially in several respects. The chaptr r 
on Methods has been brought well up to date; a chapter on Inflammation and dealing of 
Wounds has been added, and other matter, especially as regards the naked eye appearances 
of diseased organs, has been introduced. Special attention has been paid to arrangement, 
much repetition has been avoided, and the references to methods of Hardening, Preparing, 
and Staining have been so arranged as to interfere as little as possible with the continuity of 
the text. In short, the work has been ahnost entirely rewritten, and so recast as to make it 
available not only as a practical hand-book for the class-room and laboratory, but also as a 
book useful for home studv in connection with practical work. The number of illustrations 
has been increased from 102 to 195, and many of the original figures have been redrawn or 
replaced by drawings of more typical specimens. 

INSANITY CONSIDERED IN ITS MEDICO-LEGAL 
RELATIONS. By J. R. BUCKH AM, A.M., M.D. 

8vo. Cloth, I2.00; sheep, ^2.50. 
A treatise on the subject of insanity as affected by legal decisions, especially in the crim- 
inal courts, exposing the errors and dangers of the system, and indicating the reforms that 
are necessary. 

ADVICE TO A WIFE, AND ADVICE AND COUNSEL 
TO A MOTHER. By PYE HENRY CHAVASSE. 

l2mo. Cloth, ^2.00. 
Advice to a wife on the management of her own health and on the treatment of some 
of the complaints incident to Pregnancy, Labor, etc. Advice to a mother on the manage- 
ment of her children and on the treatment of some of their illnesses and accidents. 

THE HUMAN VOICE. By JAMES RUSH, M.D. Em- 
bracing its Physiological History, together with a System of Prin- 
ciples which Criticism in the Art of Elocution may be rendered 
intelligible, and Instruction definite and comprehensive. To which 
is added a brief analysis of song and recitative. 

Seventh Edition, 8vo. Qoth, I3.00. 

INEBRIETY: Its Causes, Its Results, Its Remedy. By 
FRANKLIN D. GLUM, M.D., author of " Men and Women." 

Qoth. 1 1. 25. 

« This is an admirable tmXxst,*'— Philadelphia Ledger, 

** The work of Dr. Clum is the best monograph upon the subject of inebrietr with which 
we have ever met. It is worthy the attention of ph3rsicians, and we hope that all our readers 
will attentively read it. The author's observations have been very extended, and, besides, 
he has given the subject his profoundest reflections. It may be thought by many that they 
know all that is to be knnwn in regard to intemperince, its causes, effects, etc.. but we feel 
sure that ther» are lew wuo will not be both interested and instructed by this volume.'*— 
Cinannati Medieal Aews, 
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DISEASES OF THE KIDNEYS AND BLADDER. A 

Text-Book for Students 
of Medicine. By W. 
F. McNUTT, M.D.. 
M.R.C.S. Ed., L.R.C.P. 
Ed., Professor of the 
Principles and Practice 
of Medicine, University 
I of California, etc. 

Crown 8to. Cloth, ^2.50. 

The medical student alone 
will value at its full worth this 
exhaustive text-book on a topic 
scarcely ever liefore treated 
with such thoroughness. 
There have been innumerable 
writers on special diseases of. 
the kidneys, and the subject 
necessarily forms a part of all 
comprehensive works \)n pa- 
thology. But a single volume 
devoted to this theme in all 
its varying phases, and pre- 
pared by an eminent special- 
ist, is a convenience which every owner of a medical library will consider essential to his 
collection, no matter how full his shelves may be of the less complete material. 

DISEASES OF THE NERVOUS SYSTEM. By JEROME 
K. BAUDUY, M.D., LL.D., Professor of Diseases of the Mind 
and Nervous System and of Medical Jurisprudence in the Mis- 
souri Medical College at St Louis. 

Second Edition. 8vo. Goth, ^3.00. 

" In the present volume diseases of the brain and insanity are fully considered in a mas- 
terly manner, a result which was certainly to be expected when we consider that the author 
is not only well known as a recognized authority on his subject, but has been a brilliant 

teacher for quite a number of years " — St. Louis Medical and Surgical Journal^ 

August, 1892. 

*'.... It cannot be denied that the excellences of the work are many, and sufficient to 
render the volume a really valuable one in its 6eld ; and it is quite probable that this second 
edition will find a vindication in a third before many years. A perusal of the volume in- 
dicates at once that the writer is a teacher, probably a teacher of the old, impressive school 
modernized and energized, and probably proud of his method of teaching.*' — University of 
Pennsylvania Medical Magazine^ September, 1892. 

*' It is an admirable critical analysis developed from the stand-point of a studious but 
practical and experienced physician. . . . The chapters devoted to meningitis and its various 
forms are good, the differential diagnosis being of especial merit. . . . The elucidation of 
numerous abstruse and obscure points is excellent. The author's views upon emotional 
insanitv are judicious and entirely reasonable." — Gaillard*s Medical Journal, New York, 
July, 1892. 
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Practice of Medicine, a vols. 8vo . . . 5.00 

Wood(H.O.). Treatise on Therapeutics. Eig^ktk 

Edition. 8vo ^.00 7 

Sheep 6.50 

Physician's Visiting List and Vade-Mecum. 

x6mo #x-95 

On Fever. Large 8vo a.50 

"Thermic Fever or Sunstroke, xamo . . z.as 

Nervous Dbeases. 8vo 4.00 x8 

Sheep 4 50 

Woodhead (G. Sims, M.D.). Practical Pathology. 

8vo. Coth I7.00 as 

Sheep 8.00 

Woodhead k Hare. Pathological Mycology. 
8vo |3 00 

Wormley (Theodore G., H.D., Ph.G.. IXJ).), 

Micro-Chemistry of Poisons. Large 8vo. 5 

Cloth $7.st> 

Sheep 8.50 

Worti (Adolphe). Elemenu of Modem Chem- 
istry. Illustrated, xamo |**5o 9^ 

Sheep . . . . • ••.•... 3.00 
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